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Che Massachusetts Medical Society. 


MEETING OF THE SECTION OF HOSPI- 
TAL ADMINISTRATION, JUNE 4,-1919. 


THE Stare CLINICS FOR THE TREATMENT OF 
VENEREAL DISEASES. 


By Evcene R. M.D., Boston, 
Massachusetts State Commissioner of Health. 


THe Massachusetts program against venereal 
diseases has now been in operation somewhat 
over a year. Gonorrhea and syphilis were made 
reportable diseases on December 18, 1917, to 
take effect February 1, 1918. The question of 
requiring these diseases to be reported had been 
carefully studied by the Department for fully 
two years prior to this action. It was the unani- 
mous opinion of the Public Health Council and 
the executive staff that these diseases should not 
be made reportable until the Department was 
in a position to perform definite service in be- 
half of those suffering from venereal disease. 
The other aim sought by placing these diseases 
on the reportable list was direct protection of 
the public health by furnishing to our boards of 
health, institutions, and physicians, additional 
facilities for the detection and eure of these 
maladies and, in such cases as it became neces- 


sary, the authority to exercise direct quarantine 


| control. 


Because of the peculiar nature of venereal dis- 
eases it was felt wise, as an initial procedure at 
least, to have reports made direct to the State 
department of Health rather than to the local 
boards of health. This procedure seems to have 
worked well in practice; for a gratifyingly large 
number of cases have been reported by the medi- 
eal profesion ; although far below our best esti. 
mates of the actual number of active infectious 
eases existing. From February 1, 1918, to May 
1, 1919, 10,778 eases of gonorrhea and 4841 cases 
of syphilis have been reported to the State De- 
partment of Health. 

The primary object in reversing the usual pro- 
cedure followed in the reporting of diseases dan- 
gerous to the public health, that is, having the re- 
ports made anonymously, by serial number, direct 
to the State Department of Health instead of by 
name first to the local board of health and by 
them to the State Department of Health, was to 
respect the natural desire of patients to have 
their identity kept secret. But inasmuch as the 
public interest demands that the ignorant, care- 
less, or vicious venereally-infected person be 
made to recognize that he or she must conduct 
himself in such a manner as not to endanger the 
health of others, the physician is directed to re- 
port all such incorrigible cases by name to the 
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State Department of Health. Thereupon this 
Department reports all the circumstances, except 
the name of the reporting physician, to the local 
board or boards of health within whose jurisdic- 
tion such a venereal disease carrier is presumably 
to be found, and assists the local authorities in 
actually locating the individual if possible. It is 
not yet clear, perhaps, to all physicians that the 
actual police power to restrain and detain such 
individuals while they are actively infectious is 
vested by statute in the city and town boards 
and departments of health and not in the State 
Department of Health. After such venereal 
carriers are located they are required to attend 
faithfully for treatment either at State-ap- 
proved venereal clinies or go to some physician 
selected by the offending patient who is also ac- 
ceptable to the board of health and who keeps 
the local health authorities informed of the 
progress of the case. 

In actual practice a large and, I feel, a con- 
stantly increasing proportion of such eases, 
called ‘‘reclaimed’’ cases, are being treated sys- 
tematically and thoroughly at the clinics. This 
feature of our program next to the successful 
manufacture of arsphenamine (salvarsan) has 
been the most satisfactory in its actual opera- 
tion. 

Even making full allowance for the hundreds 
of physicians who are undoubtedly defying the 
law by refusing to report cases of gonorrhea and 
syphilis, the codperation of the general medical 
profession has been splendid. 

In the fourteen months during which the re- 
porting system has been actually in operation 
the profession has reported seventeen hundred 
names as “‘lapsed’’ cases. With this mforma- 
tion at hand our epidemiologist for venereal dis- 
eases has succeeded in bringing eight hundred 
and fifty of these cases back under regular medi- 
cal treatment and supervision, largely by the 
venereal dispensaries. 

When we pause to consider that in this group 
are a very large per cent. who, if left to their 
own devices, would be most active spreaders of 
infection, the preventive value of this phase of 
the work can hardly be overstated. We can- 
not be certain just what proportion of the total 
actively infectious venereal cases existing in the 
state during the past year our 15,619 reported 
eases represent, but based on the proportions of 
the results of the examinations of the first two 
million draftees it must represent a very respec- 


table percentage of the actual number of cases 
existing. 

The State Department of Health opens and 
keeps a ledger account with each registered 
physician in the Commonwealth: of the seria] 
numbered blanks sent to him and they are sys- 
tematically checked off and credited as the re. 
ports come in. In this way a long overdue age. 
count is beginning to accumulate against some 
physicians. Many, of course, are retired or are 
specializing in lines where they never see vene- 
real cases. But after these are eliminated there 
remains a group of physicians who will have in- 
creasing difficulty in convincing the health and 
judicial authorities of the state that they have 
complied with the law’s requirement. 

The primary basis of the State Health De- 
partment’s program for venereal disease treat- 
ment is that these diseases beyond all others, 
save perhaps malaria, are most effectively pre- 
vented by concentrating intensively upon the 
already infected individual by therapeutic meas- 
ures. Important corollaries are (1) the need of 
rendering therapeutic agents and therapeutic 
skill as widely available as possible to everyone in 


need thereof at a minimum cost: (2), recognition — 


of the faet that by and large the medical profes 
sion cannot furnish this therapeutic service as ef- 
fectively as can specialized medical experts; (3) 
the need of respecting the patient’s desire to 
avoid publicity: (4) the publie health obligation 
of properly instructing the victim of venereal 
disease as to the serious nature of his trouble, 
and the measures of precaution necessary to in- 
sure against infection of others. All of these 
requirements the venereal disease clinic fulfills 
to a greater degree than any other agency,— 
hence the settled policy of the State Department 
of Health to develop the vossibilities of the 
clinie to the utmost and our strong desire te 
receive the hearty codperation of the medical 
profession in general in this movement. These 
elinies can be utilized to a very high degree by 
the medical profession as a means of assisting 
them in diagnosis, not only by utilizing the 
laboratory aids the clinics can furnish them, but 
also by giving the opportunity to ‘“brush up’’ on 
differential diagnosis by actually attending the 
clinies, and as a source from which they can 
secure supplies of arsphenamine for their own 


use, free of all cost to them and their patients. _ 


In all, twenty clinics are in operation 
planned for early establishment in twenty cen 
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ters of population. When all are properly devel- 
oped they will place within easy reach of at least 
90% of our population expert facilities for the 
treatment of venereal diseases. They also serve 
as twenty distributing centers for the state man- 
ufactured arsphenamine. The cliries are under 
the direct control of men who have either long 
been qualified as specialists, or, in the case of 
some of the elinies in smaller cities, of men who 
have taken, and are still taking, special work in 
the genito-urinary, gynecologic, and syphilis 
clinics of Boston to better fit them for this spe- 
cialized work. For the purpose of standardizing 
our clinie procedures and building up a spirit 
of team work among the medical staffs of these 
clinies, Dr. Hugh Cabot of the Massachusetts 
General Hospital staff has recently consented to 
serve on a part-time basis as clinical supervisor 
of the state-approved venereal dispensaries. 

In general these clinies must be either main- 
tained directly by the board of health, or if 
maintained as a part of the out-patient service 
of a general hospital, receive the written en- 
dorsement of the local health authorities. They 
must also agree (1) to serve as distributing cen- 
ters for arsphenamine for the territory assigned 
to them, (2) keep certain standardized records, 
(3) maintain an ‘‘adequate’’ medical clinical 
laboratory or follow-up service, and (4) feature 
educational or preventive measures. Thereupon 
each such clinic receives $1000 annually from 
the State. Of course, the other expenses which 
must be borne by the municipality or hospital, 
or jointly, are in all cases much greater than 
$1000. 

It is by no means desired to have these clinics 
absolutely free. The State Health Department’s 
policy is rather to advertise them as free and to 
keep them on an absolutely free basis for those 
whose means do not permit payment. But those 
who can afford to pay reasonably small fees, the 
Department considers should be encouraged to 
do so, both for the purpose of rendering the 
clinies partially self-supporting, and as a means 
of retaining the clientele’s self-respect. Proper 
ly developed follow-up service will soon enable 
the medical staff of the clinic to differentiate be- 
tween those who should and those who cannot 
pay even small fees. 

Another important function of the venerea! 
clinie is to ecojperate with the courts. This does 
not mean in any ease that these clinics are to be 
utilized as means of police detection for offend- 


ers against chastity. But our judges are be- 
ginning to appreciate more and more each 
month that a well-organized venereal clinic can 
be of great assistance to them in the proper dis- 
position of their routine cases. 

This briefly states the case for the venereal 
disease clinic. It is worthy of note that the 
great majority of them are affiliated with hos- 
pitals, usually as one of several out-patient elin- 
ies, but in some cases they are being conducted, 
and thus far very successfully, by boards of 
health in rooms in the center of the city without 
direct hospital affiliation. 

As to the extent of the actual need for hospi- 
tal beds for acute venereal cases. my personal 
opinion and that of the executive staff of the 
State Health Department becomes more con- 
servative as times goes on. The need for ade- 
uate dormitory care for convalescent ambula- 
tory female gonorrheal carriers 1s a real one and 
is a field that is still far from properly devel- 
oped. But just how far actual general hospital 
beds are needed beyond those now available is, 
| believe, a question that cannot be answered 
dogmatically at the present time. It is a field 
in which active codperative study by venereal 
ilisease workers and general hospital administra- 
tors is clearly needed. 

One thing is certain. A very marked change 
in the attitude of general hospital administra- 
tors is observed when the present is compared 
with the situation only two years ago. Three 
distinct methods of meeting the question are be- 
ing utilized: (1) setting aside of definite wards 
restricted to these cases and treatment of pa- 
tients infected with venereal diseases. This plan 
involves considerable extra maintenance charge 
but has many commendable features. The Massa- 
chusetts Homeopathic Hospital and the Worces- 
ter City Hospital have followed this plan, each 
providing twenty beds for female patients; (2) 
another system is to keep available a limited but 
elastic number of beds for venereal cases in con- 
junction with the general wards; in some in- 
stances there are still further restrictions in this 
plan. For example, the Massachusetts General 
Hospital assigns beds only as they are called 
upon for them by their own out-patient depart- 
ment. Peter Bent Brigham Hospital is limited 
both in numbers and to Snffolk County resi 
dents; (3) the third policy is followed by cer- 
tain institutions which, as a rule, are available 
only for distinct social groups. 
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In this group the institution has no limit as 
to eases accepted, provided only that they are 
eligible to treatment in the institution. The 
The State Infirmary at Tewksbury, the New 
Bedford City Hospital, and the United States 
Marine Hospital at Chelsea are examples of this 
group. 

Thinking such a statement might be of inter- 
est to the members of this section I have incor- 
porated in this paper a statement of the hospital 
beds available for venereal cases at the present 
time in the State. 

With regard to facilities for hospitalization, 
there are now available in the State at Tewks- 
bury any number of beds required. 

Massachusetts General Hospital, sufficient to 
meet the needs of the Out-patient Department. 

Massachusetts Homecpathie Hospital, 20 beds 
for women, regular hospital rates. 

Peter Bent Brigham Hospital, limited number, 
Suffolk County cases. 

New England Hospital for Women and Chil- 
dren, 3 beds at full ward rates. 

Boston has, in addition to Long Island Hos- 
pital, any number of beds required. Boston City 
Hospital, sufficient for urgent cases. New Eng- 
land Baptist Hospital will accept acute cases of 
venereal diseases. Talitha Cumi Maternity 
Home and Hospital, Jamaica Plain, takes gonor- 
rhea cases. United States Marine Hospital takes 
venereal disease cases. 

Fall River admits as many as necessary from 
clinies. 

Woreester City Hospital will soon be able to 
accommodate twenty. 

' Lynn Hospital admits a few eases. 


Bridgewater State Hospital, State Farm, takes 


venereal disease cases. 

City Hospital, Fall River, takes venereal 
disease cases. 

Franklin County Hospital, Greenfield, will ac- 
cept acute cases of venereal disease. 

Holyoke City Hospital, Holyoke, will accept 
cases of venereal disease. 

Nantucket Cottage Hospital, Nantucket, will 
accept cases of venereal disease. 

Almshouse Hospital, New Bedford, has sepa- 
rate building for venereal disease cases. 

Chelmsford Street Hospital, Lowell, Charity 
Department, takes venereal disease cases. 

Newton Hospital, Newton, will aecept acute 
cases of venereal disease. 


City Hospital Almshouse, Springfield, accepts 
venereal disease cases, free treatment. 

House of Mercy Hospital, Pittsfield, accepts 
patients from the venereal clinic. 


DISCUSSION. 


Dr. C. Morton SmitH, Boston: Dr. Kelley 
has given an excellent outline of the State De- 
partment of Health’s program for combating 
syphilis and gonorrhea. I wish to speak chiefly 
from experience in the syphilis department of 
the Massachusetts General Hospital. In the two 
months immediately following the first of March, 
1918, when syphilis was made reportable, there 
was a distinct falling off of attendance at the 
elinie, particularly in old patients with late 
manifestations. They felt they came under the 
ruling and were to be reported to the State De 
partments of Health and in some way their 
movements would be controlled. After two 
months conditions became normal. 

Our instructions, which from the first were to 
report only infectious individuals, have been 
earried out both in private and hospital practice. 
As far as statistics are concerned, this is very 
misleading, for from the period from March 1, 
1918, we have reported 340 cases of infectious 
syphilis. There have been admitted to the de- 
partment during that same period 1418 indi- 
viduals, and 1000 patients were transferred from 
other departments or referred for consultation 
or treatment, so the infectious individuals bear 
a very small proportion to the total number of 
syphilities under treatment. Of the reported 
eases in 24 or 25 only has it been necessary to 
report the individual to the State Department of 
Health by name; and of these, only 18 at the 
present time remain, as Dr. Kelley names them, 
‘“wnreclaimed.’’ The others have been brought 
back to the clinie by one means or another. 

I appreciate that the use of the term ‘‘vene- 
real disease’’ by the State Department of Health 
is simply following the example set by the U. 8. 
Public Health Commission and by the Army and 
Navy. The use of the term ‘‘venereal disease” 
by the Army and Navy seems a perfectly proper 
one. I have no quarrel to make with that al- 
though I have seen several cases of men dis- 
charged from the service whose infection was 
of non-venereal origin. For many years we had 
been working to divorcee syphilis from the 
straight venereal diseases. When the fact is 
recognized that at least ten per cent. of all cases 
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of syphilis are of extragenital, non-venereal ori- 
gin, it seems perfectly fair to assume this posi- 
tion, and the experience of the last few months 
would indicate that ten per cent. is too low 
rather than too high; this does not include the 
eases of marital syphilis or congenital syphilis. 
When these groups are added, it brings the num- 
ber of absolutely innocent victims well up 
toward the fifty per cent. line. Of the cases I 
have reported in private practice, I think that 
a trifle less than 331/23% have been of extra- 
genital infection. Some of these cases were un- 
usually troublesome where syphilis was recog- 
nized, but the point of infection not determined 
or suspected. They have included primary in- 
fection of lip, tonsils, tongue, anus and abdomin. 
al wall—the lips and tonsils leading in fre- 
quency. 

The State clinies should take, as Dr. Kelley 
states, a prominent position as teaching centers 
for the dissemination not only of arsphenamine 
but also of the knowledge of the disease, because 
syphilis is such an adept imitator there is hardly 
a skin lesion that it may not simulate. We have 
had quite a number of cases of pityriasis rosea 
sent to the clinie with the diagnosis of syphilis 
and a request to give arsphenamine. This re- 
sulted unfortunately for several individuals 
where the employer had been told the wrong 
diagnosis, which was promptly followed by a 
discharge from employment. 

Certain of the benign infections other than 
pityriasis rosea are often confusing. There is 
among doctors as well as patients an optimistic 
tendency to consider a lesion of slight import- 
ance, calling it a chafe or boil, ete., without em- 
ploying at that time a means of positive diagno- 
sis, namety the dark field microscope. Bear in 
mind that practically a primary lesion of syphi- 
lis is never seen too early to apply this test suc- 
cessfully. The highest percentage of positive 
results is obtained in the early part of the pri- 
mary stage of the disease, i.¢., during the first 
four weeks. From this time on the likelihood of a 
positive dark field diminishes while the probabil- 
ity of a positive blood Wasserman steadily in- 
creases until the development of the second 
stage, when the serum shows a positive reaction 
Mm approximately 100%. 

[ cannot miss this opportunity for urging 


supplemented but in no way supplanted the eclin- 
ical observations: and please cultivate the habit 
of routine examinations but make the treatment. 
individualistic. Take careful histories. Many feel 
that all syphilities are liars and that it is useless 
to try to take accurate histories, but in many 
eases a careful history is of distinct value. If e 
dark field is unavailable, satisfactory results can 
be obtained with Wright's blood stain on smears 
from primary lesions or mucous patches. _ 

Consider syphilis as a chronic contagious dis- 
ease rather than a venereal disease or a sex prob- 
lem. The venereally infected are no worse off, 
and no injustice will be done the individual who 
is suffering through no fault of his own. 


THE Duty or THE Hosprrat. TRUSTEE AND His 
RELATION TO THE STAFF. 


By Mr. C. H. W. Foster, Boston, 
Trustee, Massachusetts General Hospital. 


PresuMABLy the definition which we should 
put upon the word duty as used in the above 
title is that which indicates procedure,—proper 
or requisite procedure. What, then, is expected 
of me is that I should tell you what my experi- 
ence as a trustee leads me to think is a desirable 
procedure in the organization and management 
of a hospital. But as the time allotted is short, 
‘it seems best to attempt only an outline sketch 
of such a hospital and in the sketch give prom- 
inence only to those points which may seem most 
likely to lead to discussion. 

Assume the hospital is a charity hospital with 
a charter from the State and the usual corpora- 
tion officers and a board of managing trustees. 
This board will have the ultimate and entire con- 
trol over all the affairs of the institution, will 
make all appointments to the staff and to the ad- 
ministration, and in order to keep all it affairs 
in hand, all appointments, salaries, and other 
contractual matters will be made for the current 
year only. Of course, one of the first duties of 
the trustees of such a hospital will be to make 
such plans as will enable them, with the means 
in hand, to do the greatest good to the greatest 
number, medically speaking, that is, within the 
terms of their charter as a charitable institution. 


study of the natural history and general char- 
acteristies of the disease as well as its various 
manifestations. The laboratory methods have 


The interpretation of the word ‘‘charity’’ has 
‘occasioned many a discussion. Formerly the 
pauper only was concerned with it, but nowadays 
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' a broader view prevails. A satisfying and, it is 
said, a legal definition of the word charity is: 
‘*A gift in trust for promoting the welfare of 
the community.’’ Now a community is an as- 
semblage of individuals, each of whom consists 
of clothes, a body, and, we will say, a soul. A 
hospital trustee is concerned with each of these. 
Every member of a community. rich or poor, 
should have access to the hospital equipment and 
organization, and it would be uncharitable to 
deny to them this necessary privilege: but the 
trustees may properly and, in fact, should, divide 
the community in the hospital plant, in aeccord- 
ance with their clothes, using this word to signi- 
fy station in life. This should be done not only 
to conform to the whims of society, but because 
it is helpful to a patient ’s composure to be placed 
with those of his own standard of living and to 
have his surroundings and food correspond ap- 
proximately to those to which he is accustomed. 
This means that in planning the hospital plant 
there will be a building for people of means with 
luxuries to which they are accustomed; a build- 
ing equally comfortable but less luxurious and 
expensive for people of moderate means; and 
third, a building for the poor. The people of 
means will pay full price, the people of moderate 
means as much as they can, while the poor wil! 
pay little or nothing. Of course, any profit made 
in one branch of the institution will be used to 
pay a deficit made in another branch,—which in 
the case of a charitable institution has been ruled 
a proper proceeding by the Massachusetts 
Courts. Furthermore, this seems to be a wise 
interpretation, for not only does it provide ad- 
ditional funds for the needy but by treating al! 
classes in the community with the same medical 
organization there is avoided the grading of the 
medical profession which might take place if the 
rich and poor had separately chartered hospi- 
tals. So much for the clothes—now what will 
be the trustee’s duty as to the body and soul 
of the community individual? He must see 
that the same professional treatment, the best 
that is in the doctors, is given to each and every 
patient alike, no matter what the clothes; and 
as to the soul, he must insist that sympathy, 
kindness, and tender care to all must be at- 
mospheric in every part of the hospital. | 

Something now of the hospital organization: 
There will be three divisions: 


1. Professional—having to do with the 
treatment and direct care of the patients. 


2. Administrative—concerning the housj 
feeding, and financial questions of the hospital, He 
3. Educational—and Seientific Department. 
The Professional Division will have : 
The Medical Director, 
The General Executive Committee, = 
The Resident Physician, on 
and the staff nurses, orderlies, ete. - 
The Medical Director. He should be a man of a 
prominence in the profession. He will be ap. =e 
pointed by the trustees and by virtue of his 
office will be chairman cf the executive com. “- 
mittee, but without a vote. He will be expected He 
to concentrate all his professional activities at 
the hospital and may receive a salary. He will a 
be the principal adviser of the trustees as to ing 
the medical policies of the hospital, will rep. y 
resent the hospital on important medical occa. pit 
sions, and meet medical men of prominenes, fo 
and, in general, will concern himself with the ge 
medical progress and reputation of the hospi- pe 
tal. He will take a paternal interest in the fir 
physical welfare of the hospital people and th 
harmonize and inspire the professional work th 
going on in the various departments. He will A 
have no routine duties but will have authority . 
to order the resident physician or administrator * 
to suspend any person or action unti! the mat- 
ter can be referred to the executive committee ‘ 
or trustees. In regard to the professional ae- “ 
tivities of the hospital, he will not only be con- t] 
sidered as having every authority to investi- . 
gate and interview, but he will be expected to 
do so—with the idea of coéperating as well as 
of becoming informed. | 
Erecutive Committee. It will consist of 
seven members, the two chiefs of the medical 


services, the two chiefs of the surgical services, 
two special department chiefs, and a junior 
medical or surgical man. The latter member 
will hold the office only during his months of 
service and the medical and surgical will T- 
tate in filling the position. The medical diree- 
tor will act as chairman and the resident phy- 
sician as secretary. without power of voting. 
Resident Physician. He will have the imme- 
diate superintendence of the medical and sur 
gical departments, except as to the direct treat 
ment of patients, and the control of internes, 
externes, nurses, orderlies. and apothecaries 
He will admit and assign patients to the hos- 
pital and will in general see that the rules of 
the trustees and the orders of the doctors #® 
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to the treatment of patients are carried out. 
He will give his whole time to the hospital and 
will be paid. 

Administrator. Before making mention of 
the staff, let us say a word in regard to the 
Administrative Department. The head of this 
department will be the administrator. He 
will be appointed by the trustees, upon nomina- 
tion of their finance committee and treasurer, 
whose agent he will be in regard to all money 
matters and accounting at the- hospitals. In 
general matters he will be accountable to the 
trustees, through their chairman or committee. 
He should be a man of business ability and ex- 
perience. He will have charge of the plant 
and building operations, and the housing, feed- 
ing, purchase of supplies. He should ereate 
a budget of the income and expense at the hos- 
pitals, keep the various department heads in- 
formed concerning their pert in it, and in 
general coéperate with and advise the hospital 
people as to proper financial transactions. All 
financial procedure at the hospital will be from 
the trustees through their finance committee to 
the treasurer, and thence to the administrator. 
Any difference of opinion or doubt regarding 
a money matter at the hospital will take a re- 
verse course. 

Staff. The trustees will generally ask the 
executive committee for nominations ‘to the 
staff positions but will reserve to themselves 
the right to appoint any other candidate. There 
is an endless discussion as to the composition and 
duties of a staff, but let us accept this form. There 
will be two medical services, each with its 
chief. and two surgical, each with its chief. One 
medical and one surgical will be continuous 
services, the others will be so-called clinical 
services, ‘In which each participating doctor 
will serve only a certain number of months per 
annum. The welfare of the community will 
find a distinet value in each type of service. 
The continuous service will provide the better 
opportunity for research work and the training 
of men therefor, while the clinical service will 
enable a larger number of men to get the hos- 
pital training necessary to a proper medical 
experience and time to engage in private prac- 
tice. The introduction of a continuons service 
plan brings up instantly the question of a liv- 
ing for those who under this plan will give 
practically their whole professional time to 


their short hospital services, will still have time 
for a remunerative private practice, but how 
to provide for the continuous service men is 
the question. One plan is that the latter will 
be given the preference in the allotment of pa- 
tients coming to the building for people of 
means and to the building for the great mid- 
dle class—both of which classes will pay a pro- 
fessional fee. Furthermore, in some just way 
the hospital should regulate the fees and col- 
lect them for these full-time doctors and thus 
relieve them of the thought of a living and 
give them full time and thought for their pro- 
fessional research work. There is plenty of 
evidence, at least here in this eastern part of 
the country, that there is being lost through 
two sources an ample living for all the contin- 
uous service and research men who might wish 
to work in the hospital. That is through the 
abuse of medical charity and through the fact 
that the hospitals have not provided accommo- 
dations for people of moderate means who 
would willingly pay a moderate professional 
fee. There is no question but what there are 
hundreds of would-be patients who are actually 
avoiding treatment and suffering thereby be- 
eause they cannot afford the modern-day costs 
of specialists and expensive medical needs. 
These people must be treated in some such co- 
operative way as is possible in a hospital, and 
in that way save professional time and other 
eosts. And in regard to the abuse of medical 
charity, there is the legitimate and the illegiti- 
mate charity; the former where the doctor 
gives up his fee to get for his patient the hos- 
pital treatment, and the latter where the pa- 
tient pretends to be a pauper in order to get 
something for nothing. 

A word or two as to the duty of the trustees 
in their appointments to the staff. Experience 
seems to show that in the long run it is good 
policy to fill vacancies on the staff by promo- 
tions, but not necessarily by seniority. But the 
prestige of the hospital will fal) under this 
plan unless the greatest care is taken in the 
earliest appointments. The right sort of a 
reputation and the proper traditions wil! be 
maintained only if good judgment is shown in 
the selection of the young men and opportunity 
and encouragement are given to them to de- 
velop. It has been contended that this plan of 
promoting from within is liable to make a non- 


the hospital. The clinical service men, with 


progressive and self-satisfied staff and that it 
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is stimulating to introduce new blood by an 
occasional appointment from without, and 
there are notable examples where this has been 
true, but much of this stimulation might be ob- 
tained by inviting celebrated medical men to 
visit, lecture, and operate; and perhaps ever 
there might be some sort of an exchange pro- 
fessor idea as in vogue between colleges. 
Educational and Scientific Division will in- 
elude the various laboratories, x-ray, and 
special investigation work, autopsies, record 
rooms, medical libraries, and the relations of the 
hospital to medical schools and other medical 
“institutions. There will be a committee of at 
least three from the men in the hospital most 
interested in this work, and this committee will 
study the welfare of the division and further its 
development. The chairman will be appointed 
by the trustees and with others in this division, 
if continuous service men, should receive in 
some way a living from the hospital. The med- 
ical director should either be a member ez-officio 
of this committee or at all events be in constant 
touch with its doings and the men concerned ; for 
as the principal medical adviser of the trustees, 
he will find in this department the force which 
attracts the young men of greatest promise and 
through its discoveries, the making of a great 
reputation for the hospital. 
A final word as to the personal relations be- 
tween the trustees and the staff. On the part 
of the trustee let it be that of an intensely co- 
operative paternalism,—which will show firm- 
ness when needed but which will aid and en- 
courage to an accomplishment the ambitions and 
efforts of the members of the staff. But it must 
be a just and considerate paternalism. It must 
recognize the fact that the doctors and hospital 
people are human, that they are, as a rule, over- 
worked, and that as to money and recreation 
they are denied their fair share. Their com- 
pensation lies largely in the success of their 
work. The trustee must establish standards 
which will create respect and make effort worth 
while, then encourage all hands to forget them- 
selves in the accomp lishment-—and we will have 


alita 


a real hospital both in name and spirit. 


Tre RELATION oF THE Menvical. STAFF To THE . 


TRUSTEES AND Its Duty To THF Hosptrar.. 
By Evwarp H. Nicnors, M.D., Boston. 


THe duties of the medical staff and of the 
trustees are reciprocal, and not opposed. This 
fact is not always appreciated, for sometimes the 
two bodies appear to act at cross purposes. When 
staff and trustees do so act, it always implies 
lessened efficiency of the hospital. It should not 
be a question as to which body has the greater 
authority—it is a question as how best to divide 
authority to produce the best administration of 
the hospital for the benefit of the patient. Some 
of the duties are obviously divided. The trus- 
tees naturally should have entire charge of finan- 
ces-——partly because doctors, as a class, are no- 
toriously poor business men. The ‘“‘hotel’’ end 
of the hospital also should be entirely in the 
hands of the trustees—that again is a purely 
business proposition. The doctors must have 
entire control of the medical and surgical care 
of patients as that is purely a professional ques- 
tion, about which trustees, as a class, can have 
no intelligent understanding. When it comes to 
questions of hospital policy, for instance, what 
classes of patients should be treated, how cases 
are to be assigned to hospital services, the rela- 
tions between friends of patients and the hospi- 
tal, the question of free or paying patients, and 
many similar questions, the best of advice of 
both trustees and staff is needed to settle these 
matters wisely, and such questions should be 
settled only after conference of both bodies. Any 
assumption by either body that it possesses sole 
authority and wisdom, is likely to lead to a one 
sided decision, dissatisfaction, friction, and in- 
efficiency. While it may be said that legally 
trustees have the greater authority, it also is 
true that the medical staff is what makes a hos- 
pital first class, mediocre, or poor. A good board 
of trustees with a poor staff cannot make an 
efficient hospital. Yet a board of trustees com- 
posed entirely of medical men is very unde- 
sirable—on all hospital boards of trustees, the 
medical men should be in a distinct minority. 
Therefore, for an effective hospital, trustees and 
staff must cooperate. 

What does the staff owe the trustees? Pri- 
marily, professional work done to the best of its 
ability. Members of a hospital staff are giver 
unusual clinical opportunities which should 
make them more competent than the general run 
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of the profession which does not have those op- 
portunities. One often hears of the ‘‘sacrifices’’ 
made by hospital doctors. It is true that the 
medical staff does sacrifice time and strength to 
perform its hospital duties—but the gain from 
exceptional opportunities outweighs, in the minds 
of most men, the sacrifices. If that were not true 
the desire for hospital staff appointments would 
not be so great. Hence, the staff having excep. 
tional opportunity, owes exceptional duty. Oc- 
casionally individuals seem to forget this, and 
act as if the obligation were all on the side of 
the trustees. When a staff man reaches this very 


- undesirable and erroneous frame of mind, it is 


time for the trustees to correct his judgment, 
or to allow him to retire to other fields of activi- 
ty. He has ceased to be of value to the hospital. 

The first one to be considered in a hospital is 


_ the sick patient. The trustees are responsible for 


the administration of the hospital—any lack in 
the care of the patients is a reflection upon the 
trustees. So the treatment of the hospital pa- 
tients must be as careful, intelligent, and indus- 
trious as the care of private patients. The trus- 
tees should make it possible for the staff to give 
such treatment to many patients with the least 
possible effort, strain, or loss of time. If the 
trustees do not assist in this way, they are as re- 
miss in their duties as is the staff man who per- 
forms his hospital duties in a perfunctory, care- 
less and indifferent way. If a hospital can be so 
administered as to make it possible for the staff 
to have private hospital patients treated in the 
same hospital, it saves the staff’s time, will al- 
most certainly raise the standard of. hospital 
treatment, and condenses the staff’s interests; 
and this should he done when possible. 

The staff owes the patients the same degree 
of judgment, sympathy, and consideration as 
would be shown private fatients. If the staff 
treats hospital patients merely as routine work, 
with no consideration of the individual case and 
circumstances, it may obtain a clinical success, 
but an individual calamity. Hence. the staff 
must consider the circumstances of individual 
Cases. 

The staff owes the trustees economy. The 
trustees pay the bills, and must raise the money. 
It therefore is incumbent on the staff to request 
large expenditures only after mature consider- 
ation and deliberation, not to demand the pur- 
chase of every fleeting fashion in hospital equip- 
ment. On the other hand, lay trustees cannot 


be expected to appreciate the value of many 
things in hospital equipment. which to the staff 
clearly are necessary. Hence, it is duty of the 
staff to educate the trustees along these lines. 
An equipment that was adequate about ten 
years ago would be quite insufficient today. The 
hospital has ceased to be merely a boarding 
house for sick people cared for by intelligent 
doctors—the physical equipment of a mediocre 
hospital is today expensive and elaborate. 

In one particular the staff must of necessity 
be better informed than the trustees. The staff 
cannot help knowing better than the trustees the 
professional value of new additions to the staff. 
From an experience of many years in consider- 
ing the appointment of new men to the staff of 
a large municipal hospital, I can truthfully say 
that never have I seen a man nominated by the 
staff for a junior staff appointment who was 
chosen except after most careful consideration. 
and after a conscientious attempt to select the 
man who would be best for the hospital. The 
trustees occasionally may be influenced by some 
glib or insinuating individual of the staff, or by 
some personal prejudice. If that happens, and 
the trustees attempt to interfere with the nom- 
ination of the staff, sooner or later the staff 
deteriorates. The only basis on which the trus- 
tees should interfere with the staff nominations 
should be on a question of character. The staff 
may not be infallible. but thev bring to this 
question far more intelligent judgment than the 
trusteescan. The staff must live with the ap- 
pointees once they are elected, and in theory, 
should, and in fact, does exercise most careful 
judgment. It also should be made clear that 
an appointment to the staff is not a life anpoint- 
ment. but only during good and effective work 
—and the staff should he the first to 
request to be relieved of the presence of men 
who have outgrown their job or ceased to be 
interested. 

The staff owes it to their special opportunities 
to add to professional knowledge, both by pub- 
lishing the results of their special opportunities 
for clinical study, and by teaching either their 
professional brothers, or medical students. It 
sometimes happens that trustees cannot see the 
necessity and value of teaching, especially if the 
teaching costs the hospital money. It is true 
that the presence of students in any form is a 
nuisance in some ways, but their presence should 


be encouraged, nevertheléss. Teaching invaria- 
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bly raises the standard of clinical work in hos- 
pitals. There is no judge so critical as 
a class of half-trained medical students,—they 
compel a doctor to do his best. The medical 
information of any individual in such a class 
may be small, but the aggregate intelligence 
is astoundingly great. It may be possible to 
conceal ignorance before such a class once, but 
he who attempts to conceal ignorance often is 
sure to be detected. The teacher must be on 
his mettle; he is compelled to think clearly and 
to act intelligently. Hence, teaching is one of the 
very best possible means of maintaining a high 
grade of work by the staff. Good teaching is 
not easvy—the trustees should offer every facil- 
ity to staff teachers. A man who neither writes 
nor teaches cannot justify his continuing to re- 
tain his appointment. 

The relation between the staff and patients 
or friends of patients is of necessity close and 
ane of the most frequent causes of criticisms of 
hospitals. When friction arises it is, as a rule, 
the trustees who have to bear the brunt of the 
criticism: hence, it is the duty of the staff to 
use judgment, tact, and sympathy in dealing 
with patients and their friends. The trustees 
should not be expected to be the buffer in cases 
of complaint—-the staff is much more likely to 
be considerate and careful if complaints about 
staff treatment and conduct are passed up to 
the individuals whose treatment or conduct is 
the cause of criticism, and if the offender is held 
accountable for his errors. 

The duties of staff and trustees are in many 
lines closely related. Since this is so, it is es- 
sential that both bodies or selected representa- 
tives should often meet for discussion of mat- 
ters in which they both are interested. In this 
way community of interest and mutual under- 
standing are promoted, and intelligent action 
by both bodies is insured. This is one of the 
most important arrangements for meee ad- 
ministration of a hospital. 

When an individual member of the stat finds 
it impossible to act in concert with his profes- 
sional colleagues, it is clear that he has ceased 
to be of value to the hospital and either the dis- 
gruntled man or his colleagues should be re- 
moved. Nothing so rapidly leads to deteriora- 
tion of the staff as an injured, disgruntled mem- 
ber of the staff. . 

The relation of the staff to the house officers 
is important. The staff cannot assume that the 


house officer is a worm worthy of no considera- 
tion upon which everyone may tread. Large, 
modern hospitals depend upon the house offi- 
cers for efficiency. The house officer must per- 
form much arduous labor; in return he has a 
right to much consideration, and real interest 
and education from the staff. It is not enough 
simply to allow the house officer to bask in the 
light of the great man’s presence; the house 
officer must be given an education in return for 
his always trying hard work. 


DISCUSSION, 


Dr. H. B. Howarp, Boston: 
papers the latter considers the organiza- 
tion as it has been for a_ generation 
at the Masachusetts General Hospital and 
at the Boston City Hospital. That is 
the organization that we here in Boston have 
been working under for a long time. I used te 
say that the hospital always considered first, 
the needs of the patient—the patient was up- 
permost; second, that it helped medical eduea- 
tion; third, that it should advance medical and 
surgical science so far as possible. The old 
organization had some partieularly strong 
points. It must have been pretty good to gather 
together and hold such a staff. You would 
have thought perhaps that the trustees existed 
first. I suppose that in both of these institu- 
tions the staff was the first thing that existed. 
They found out that in order to have a hospital 
they must have a board of trustees—something 
to take care of the business end—men who un- 
derstood finance, men who understood how 
money should be expended and had common 
sense in that direction. The first people you 
find to create such a thing were physicians and 
they were the organization betore the hospital 
was built. Go into the history of the City Hos- 
pital—it was the same thing before that was 
taken up by the City Government. It was a 
foregone conclusion that they were the nucleus 
of the staff. This organization in both of these 
places has gone on all these years, one since 
1820. very largely adopting the advice of the 
medical and surgical staff of that place. It has 
been very rarely that the advice of the medical 
and surgical staff has not been adopted. It 
has been avoided just often enough to let the 
staff know that the board of trustees had com- 
mon sense, and that the advice of the staff must 
be well considered or it would not be adopted. 
I won’t say that there was never a case when 
the staff was in the right and did not get what 
they wanted, but on the average when their ad- 
vice has not been taken, it was when they were 
wrong. The members of the staff, I think, will 
agree to that. Old Doctor Hale used to say that 
the greatest word in the English Janguage was 
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‘together.’ There is a board of trustees; 
there is the executive; there is the medical and 
surgical staff. The great thing is to get those 
three separate organizations, all of which have 
good, normal, healthy functions, to work to- 
gether. I do not mean by that that one should 
not frankly eritieize the other. Frank criticism 
by the one or the other is what brings progress ; 
but this old organization of the City and the 
Massachusetts General does not need to be radi- 
cally rooted up and thrown out of the window. 
It needs to be studied, strengthened, amended, 
and have a legitimate growth so that it shall 
gradually grow stronger. This medical diree- 
tor man at the top, whom Mr. Foster explained 
as he read his paper, I wondered where he 
could get such a man and if we were sick of 
him or he could not do his job, well, where 
would he go? Beeause he would feel that 
his calling was gone. Or, if we lost him, where 
would we get another? If you put a man on 
that apex and he does not fill your bill, what 
is he going to do when you get through with 
him’? He cannot practice medicine, his prac- 
tice is gone. Where are you going to get an- 
other? It is not a profession vet. Now, some 
hospitals have such a man without his ever be- 
ing appointed. Johns Hopkins Hospital has had 
such a man who has practically assumed that 
place from the beginning. He is a wise, careful 
man, and what he has thought out and talked 
over with the various staffs, the executives, and 
the board of trustees, is the thing that has been 
always carried through. He has never drawn 
a salary from that position. Gradually he has 
advised that institution, and his advice has been 
taken for other large places. The Massachusetts 
General Hospital and the City Hospital may de- 
velop such a man, but you cannot go and find 
him and put him there without driving out men 
that never ought to be driven out. 

There are some things that have not been 
worked out well at either of these places. This 
afternoon there is not time to bring up all 
these points, but there are some things that have 
not been worked out well. I will be frank about 
it. There are splendid ideas in the younger 
men of the staff all along the line, but they 
rarely get up for proper consideration out of 
respect to their chief. They never can get up 
without their chief. There ought to be some 
legitimate way by which bright ideas lower 
down the line could get up for discussion. I 
have seen them in my 25 vears of experience in 
general hospitals smothered many a time—ideas 
that I would like to have been father of—ideas 
that I would like to have been the first to have 
thought of. I say that along that line there 
could be considerable work done so that those 
things should come up legitimately. Perhaps 
It is because I have worked so long under that 
old organization that I still think the trustees, 
the executive, the staff, is a pretty good form of 


organization, and it needs to be studied before 
it is changed very much. No man ean be on 
that apex job without duties and be worth: 
much for any number of vears. He will soon 
lose his ability to give advice and to know what 
advice of others should be taken. A man has 
got to be a doer in order to be the proper one 
to advise the rest of the staff and the trustees. 
He has got to be in close touch with the wav 
things are done. I know there are lots of good 
men in Boston, but T do not believe it is pos- 
sible to find a man in Boston to put on this 
apex job at the City Hospital or the Massachu- 
setts General Hospital or the Brigham Hospi- 
tal who will have any sort of reputation with 
staff, trustees, or anybody else at the end of 
two years, if he is any good. He would lose his 
reputation if he were any good. He would have 
to be a man who was steadily catering to some- 
body in order to hold on to his position. Ap- 
parently one of his duties is to meet big 
men. Now, big men, when they come to the 
hospital, do not give a snap for anvthing like 
that. What they want to see is what the hos- 
pital is doing. how the medical and surgical 
work is carried on, how the patients are eared 
for—that is what they are wanting to see. I 
have never felt so much pride in anything J 
have done as when a man has come back the 
second or third time to look over what we were 
doing, after he had gone away and made his 
notes and had not got things quite clear, and 
came back to get them straight. Just before . 
this war broke out I nearly lost my head tem- 
porarily because an old German inspector of 
hospitals came to look over a hospital which I 
had much to do in building and came back for 
the third time to study the plans of the typical 
ward. It was the greatest compliment that had 
ever been paid to me; he did not come to see 
me, but to see what had been done. Now, any 
man that has got to the prominence of oeeupy- 
ing this apex position I don’t believe will ever 
have time to do anything so that people will 
want to come back and look at it. 

I have in my pocket a little pamphlet which 
was written by a man who gave me a great deal 
of advice and spent lots of hours to help me— 
George H. M. Rowe. He wrote and delivered 
this on October 14, 1902, in Philadelphia: ‘‘Ob- 
servations on Hospital Organization,” paner 
by George H. M. Rowe, M.D., superintendent 
of the Boston City Hospital; presented at the 
fourth annual meeting of the National Associa- 
tion of Hospital Superintendents, in Philadel- 
phia.’’ I want to read one sentence from it, 
‘*Vet, after all that has been said, when you 
come to the vital point of hospital organization 
and management. whether the executive be 
strong or weak, whether the staff is distinguished 
or mediocre, whether the funds are ample or 
barely sufficient to produce results, the ranking 
of a hospital depends on the character and ef- 
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ficiency and determination of the managing 
board more than on any one thing.”’ He goes 
on to say that you need a strong medical and 
surgical staff also; in fact, takes up pretty 
carefully the whole relation between trustees, 
executive, and staff. All of us who knew Rowe 
knew that he believed in frank talk, and when 
you left his office you knew what was in his 
mind. You never left with the idea that he 
covered up anything from vou. He was not 
always pleasing, but he was frank. He did not 
spend all his time in being affable to us, but 
no one ever questioned the old man’s integrity. 
If any one of you is studying hospital manage- 
ment and organization, it is worth vour time to 
read that little pamphlet. 

We can’t condemn, and should not condemn, 
offhand, Mr. Foster’s organization. All organi- 
zations ought to be tried, perhaps, but an or- 
ganization that has got together a staff like that 
of the Massachusetts General Hospital and has 
held it towards a hundred years is worth study 
as it stands. I won’t say it can't be strength- 
ened. Nothing is so good that it can’t be im- 
proved, but it should be a long time before we 
should interfere radically with that organization. 

Mr. C. H. Foster, Boston: I agree thor- 
oughly with everything that Dr. Howard has 
stated. I think that my use of the words, ‘‘med- 
ical director,’’ has brought out exactly the 
thought in his mind that I had in mine. That 
there is great need of some concentration of the 
activities, professional activities in the hospi- 
tal, in some one person who is available and 
is known to everybody as being the one you 
should consult in regard to the professional 
matters. 1 used the term ‘‘medical director’’; 
we can use any other term. I think, perhaps, 
you would agree with me that if such a person 
were to be hunted for. we all of us could think 
of some one man immediately who would be 
glad to try such a business. I would not hesi. 
tate a moment to see Dr. Howard try such a 
position. I do not agree with him that there 
are no men able to do that sort of work. He 
should be a man who has reached the eminence 
of his work and perhaps is about to retire. 

I think that perhaps what Dr. Howard has 
said in regard to giving the young men a 
chance is one of the truest things he has said: 
and I think if there is any way we could in- 
troduce such a man as is outlined in my title, 
‘*medical director,’’ who could be of value to 
all concerned, he would be of great value to the 
hospital. 

The organization of the Massachusetts Gen- 
eral Hospital would not be changed at all by 
such a position being originated. In fact, it 
exists now, except that we have not expected 
of the chairman of the executive committee the 
various duties and thoughts which I have ex- 
pressed. That is all. 

Dr. Henry A. Cnristian, Boston: This 


question of hospital organization is one of the 
greatest importance to the welfare of our hos- 
pitals that can be brought up. Organization 
on paper is not worth much. The only value in 
organization is in so far as it is able to procure 
the best men for the job and give those best 
men the best opportunity in their work. Mr. 
Foster has described a purely local organiza- 
tion, good, no doubt, for that institution, 
probably inapplicable to most other institutions 
because most other institutions are different— 
have different problems, have different pur- 
poses, work differently, and have a different 
personnel. 

The keynote that would be expected from the 
titles of the two papers would be the relation- 
ship between trustees and staff. Almost noth- 
ing has been said by either speaker on this 
topic. Why? Largely because there are no re- 
lationships between trustees and staff. I do 
not mean that there are no opportunities for 
formal proposals from the one to the other, 
but no chances for mutual discussion. At pres- 
ent there is very little opportunity for the 
staff to learn the workings of the minds of the 
trustees and to gain for their work the very 
excellent suggestions that necessarily would 
come from contact with that body. and vice 
versa. There is just the opposite lack in the 
other direction. Now if we are going to ac- 
complish a great deal, it is going to be by co- 
operation. That has been referred to, but how 
are we going to have coéperation if we do not 
have a great deal of opportunity for contact? 

I have been interested greatly in this ques- 
tion of hospital organization. In one way or 
another I have worked in Boston hospitals 
rather differently from most members of the 
staff of these hospitals because. except for the 


period I was at the Carney Hospital, I spent: 


all day of every working day in the hospital 
in which I was working. and I worked in these 
hospitals in various capacities:—two years at 
the City Hospital as pathologist; two years at 
the Massachusetts General Hospital as a ward 
teacher; five years at the Carney Hospital as 
visiting physician; and six years at the Peter 
Bent Brigham Hospital.as physician in chief. 
This should have brought me in contact with 
trustees. In these various. capacities at various 
periods in my life actually T have had very lit- 
tle contact with any hospital trustee, and most 
of them I have just known by sight. At pres- 
ent I but rarely see the trustees of my hospital. 

‘It seems to me what we need is an opportunity 


for the staff and trustees to meet and to discuss — 


questions, not necessarily because the staff is 
going to teach the trustees a great deal, no! 
because the trustees are going to teach the staif 
a great deal, but because by mutual discussion 
the institution is going to profit greatly and a 
greater codperation and a greater possibility of 
advance is going to come. IT do not believe we 
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are going to have that relationship in any form 
of organization until that time comes when 
members of the staff, chosen by the staff, sit 
regularly at some of the meetings of the trns- 
tees and share in their discussions, and in the 
same way members of the board of trustees sit 
regularly at some of the meetings of the staff 
or its executive committee. That has not been 
done in any institution with which I am famil- 
iar. It seems to me it would be a forward step. 
I do not mean to make a member of one body 
a member of the other. I do not mean to have 
them present at all meetings, because naturally 
questions come up that can be discussed better 
in the absence of a representative of the other 
body. Members of hospital staffs at present 
have very. little opportunity to know 
their trustees and to get them interested 
in the work of the hospital and to get 
them really to know the institution; and, 
most important of all, to have them actua!ly 
advise as to good methods—-better methods of 
accomplishing the work. I would make that 
suggestion as a possibility of improvement and 
an advance in the present relationships. 

Dr. P. E. Truespate, Fall River: About a 
month ago I attended a meeting at Hyannis, 
the purpose of which was to encourage a propo- 


_ sition by the local medical men to build a small 


hospital. In this small community physicians 
were doing precisely what had been done in 
Boston more than a century ago by Dr. Holyoke, 
Dr. John C. Warren, and Dr. James Jackson, 
when they advocated the construction of the 
Massachusetts General Hospital_—medical men 
thus proposing to meet the hospital needs of 
the community. The repetition of similar move- 


-ments since have been innumerable. and vet 


today it is unusual to find medical men on the 
boards of trustees of large hospitals. Surely 
medical men with special training are familiar 
not only with hospital planning but hospital 
management as well. Lawyers plan court- 
houses; manufacturers plan and operate their 
mills. Why should not physicians share the 
greater responsibilities of hospital trusteeship ? 
n occasion it appears to be a policy among 
trustees to eliminate the physician in hospital 
affairs that ate not purely clinical. 

Dr. Howard has observed that not infre- 
quently bright ideas come from young men, and 
without doubt he, himself, has utilized them 
With discrimination, but as a general rule the 
ideas of the younger staff members seldom be- 
come known to their hospital trustees. Would 
It Operate disadvantageously if hospital trus- 
tees were to add one or more physicians to 
their number? Wonld it not serve as a line 
of communication between the responsible heads 
and those who are in immediate contact with 
the sick, those who are engaged in working for 
the welfare of the sick? 

Coming from another part of the State. T 


cannot speak from the standpoint of an indi- 
vidual who has intimate contact with large 
hospitals, but we all know that one of the most 
progressive and productive hospitals in the 
United States today, St. Mary's, of Rochester, 
Minnesota, was planned by doctors, and its 
policies are directed by members of the pro- 
fession. What is done in Boston in hospital af- 
fairs lends considerable influence over a very 
wide range of the country. We look to you 
for advanced methods of organization and di- 
rection in order to improve our hospitals and te 
do what we can to elevate the standards of 
medical and nursing service in caring for the 
sick. When: we are informed here that in your 
large hospitals there is little or no communica- 
tion between trustees and hospital staffs we are 
not amazed to learn that there are disadvan- 
tages thus incurred and all does not work well 
under such arrangement. May we not look for- 
ward to a solution of this difficulty as well as 
many others in order to keep the standards of 
hospital service on a high plane? 

Dr. THomas Orpway, Albany, N. Y.- I had 
not intended to say anything this afternoon, 
but I want to point out one of two difficulties 
about the representation of the staff on the 
board of trustees. If there is going to be any 
representation, it seems to me that it should 
be adequate, for a single medical representative 
on the staff might, by talking in technical 
terms on certain medical subjects, express opin- 
ions whieh would be very misleading to the 
board of trustees. On the other hand, when 
two members of the staff are on the board of 
trustees, these two members may have oppos- 
ing opinions and express these opinions rather 
emphatically; this may lead the board of trus- 
tees to think that the staff cannot agree and 
then they are apt to disregard the opinions of 
both. Therefore I would suggest that, instead 
of the representation of one, or even of two 
members of the staff on the board of trustees, 
the entire medical board of the hospital (which 
should be small—six or seven) meet regularly 
with the executive committee of the board of 
trustees, as these two bodies are, or should be, 
representative of the staff and administration 
on the one hand and the board of trustees on 
the other. 

The other point under discussion about opin- 
ions and suggestions of the younger members 
of the staff reaching the board of trustees: It 
seems to me that when the medical board of 
the staff is formed properly, a member acts as 
representative of each major department of 
the hospital organization on that board and. 
therefore, it is his duty to have free discussion 
with all members of his own department and 
present their suggestions to the medical board 
at the joint meeting of the latter with the ex- 
executive committee of the board of trustees. 

Mr. C. H. W. Foster, Boston: There has 
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been constant reference to having a medical 
man on the board of trustees. The Massachu- 
setts General Hospital has had one ever since 
I can remember and has one today. Dr. Wal- 
cott was on the board for a great many years, 
and Dr. Tuttle has just been elected to 
fill Dr. Waleott’s place on the board. And the 
committee of the Massachusetts General Hospi- 
tal meets with the executive staff once a month. 
I just want to correct the wrong impression 
which seems to be going around. 

Dr. H. B. HowArp, Boston: I want to call 
attention to one thing—a medical man on the 
board of trustees has proved a great drawback 
and has proved a success. Now a medical man 
on the board of trustees of the Massachusetts 
General Hospital has not been at the same time 
a member of the staff. It is very important 
if there is a medical man on the board of trus- 
tees, that he should not also be on the staff. 
Where a man has been a member of the staff 
and a member of the board of trustees, I have 
never seen that arrangement work well. I 
won't say it never will, but I have never seen 
it work well. The other members of the staff 
are jealous of him right off, and generally he 
is a little unfair. He always has the reputa- 
tion of being so. 

Dr. Henry A. Curistian, Boston: I would 
like to correct the mistake I made about there 
being’ no meetings of the members of the staff 
with the members of the board of trustees of 
the Massachusetts General Hospital. Mr. Fos- 
ter has said that such meetings regularly oe. 
cur at the Massachusetts General Hespital; but 
he informs me that they have just started these 
meetings and they have been in effect only a 
short time, and hence my error in not knowing 
about them. 


RECONSTRUCTION 


Hosrirats, MuILIrary 


By FrReperic J. Corrox, M.D., Boston. 


AND 


A RECONSTRUCTION hospital is one designed 
and run to produce end-results,—focussed, not 
on anatomical but on functional cure. 

Its aim is curative and only incidentally, if 
at all, vocational, though work is one of the 
methods of cure. 

Its aim is economic, but its work curative 
only. 

It aims not only to do medicine and surgery 
but to cover that no-man’s land between the 
time that a man is technically cured and the 
time he begins to be good for something. 

Reconstruction means doing the work of cure 
instead of half doing it or only starting it. 


The reeonstruction movement, like the move- 
ment for hospital efficiency, Codman’s drive for 
the end-result system, the standardization move- 
ment of the A.C.S., means that we need better 
work, completer work, than we have been doing 
in our hospitals, and it means that the special 
problem of the wounded—the potential crip- 
ples of the war-—has jarred us into action. 

A few have long known that only by shifting 
our point of view to the results end, and ¢o- 
ordinating surgical and allied staffs to reach 
that end, and codrdinating them under leaders 
really interested in that end, can real results be 
achieved. 

Now the war work has brought a test, and 
proved openly what the few have known. 

Now everybody knows it, and we are calling 
the work reconstruction, and the time is ripe 
for application of the lessons of the war to civil 
life. 

That the war hospitals in this country should 
show, as they have shown, results in the way of 
functional restoration beyond all experience of 
us old hands in civil hospitals, is a marvel. 

That it should have been accomplished under © 
the tremendous handicap of military-medical 
management, with its over-centralized control, 
under the uncertain fenure of all sorts of ever- 
changing officers, under the assaults of self- 
interested and faddist folk of many kinds, from 
water-curers to Freudian and other psycholo- 
gists,—that this could have been so done as to 
show the results actually accomplished, only 
further proves that the central idea was right. 

Let us not make the mistake of considering 

the work done in the war a military matter 
only, or a result of discoveries or experience. 
_ Save for the Carrel-Dakin treatment the dis- 
coveries have been almost negligible. Save for 
the vast need and the vast resources in money 
and men to meet the need, the war has nothing 
to do with it. 

The sole advantage has been that the hospital 
problem to be met has been one of wounds in 
healthy men,—a limited problem of large possi- 
bilities, and that the great need and the great 
resources have made conditions fluid to meet 
this problem and to organize for results. 

New institutions had to be reared—and coul! 
be—free from hampering traditions, and in 9 
couple of years it has been ‘possible to go 
farther than in a decade of peace. 
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But the principles are not a war matter, nor 
new at all. 

Indeed it is curious to note how little the 
plans first laid out have needed change up tc 
today. 

Two years ago Dr. Brackett and I came be- 
fore the council of the Massachusetts Medical 
Society with a reconstruction program which 
we, with Dr. Goldthwait, had worked out, based 
on our knowledge of the problem and of the 
excellent work that had been done by French, 
British, and Canadians, to cope with the prob- 
lem as it has come to them. - 

This was the first public appearance of the 
‘‘reconstruction’’ idea in America. 

This was the program now being carried out 
in the hospital of which I have had the honor 
to be chief of staff until a few days ago,—U.S. 
Army General Hospital No. 10, on Parker Hill, 
Boston, and in two seore other centres, 

This is the plan I want to see put into civil 
practice here and elsewhere. 

This is the plan that I want to see put to 
the reclaiming of our great army of cripples and 
part cripples in the community, whether they 
have fought in France or got their hurt in a 
factory or on the street. 

And I expect to see it. 

What is this plan? 

First let us see what has been done and is 
being done. 

For the moment let us go by the acute im- 
mediate surgery,—admirably done in France, 
not badly done here. 

Let us take the man with a shattered thigh,— 
past the first operation, past great chances of 
death, but infected, ill, facing the chance of 
life-long disability. Long before he comes back 
home he has had every care taken by wise splint- 
ing and other detailed care to avoid preventable 
deformity,—and ‘hy disinfection and dressings 
to lessen infection. 

He gets home here to a fixed hospital—to 
Stay till cured. : 

Here he comes into an institution in which 
the chief-surgeon is responsible. Under the 
chief is the sub-ehief of the septic division, who 
becomes personally responsible and he obtains 
promptly : 


1. The history. 

2. The examination. 
The x-ray. 

4. A eulture. 


The sub-chief is not an assistant but an ex- 
perienced surgeon. 

An operation is necessary: the sub-chief does 
it in his own operating room. Carrel-Dakin 
treatment is instituted,—he does the dressings 
or oversees them,—the solutions are made daily 
by an expert pharmacist under the chief's 
supervision. The nurses tend to the instilla- 
tions, regularly—that is their job and they 
wouldn't last a.day if that didn’t take pre- 
cedence over ward-bed making, in case of con- 
flict of the two. 

One of the assistants with us is a real ortho- 
pedist—responsible for the many bits of ap- 
paratus needed in these cases—responsible for 
getting them from the shop and fitting them 
to do their appointed service. 

Presently the time comes for physio-therapy, 
massage, and for the occupational bedside work 
that has proved so useful. 

Prescriptions are written for this work, and 
it is done under the surgeon’s eve even though 
by members of other departments. Later, the 
man is ready to go to the physio-therapy rooms, 
-—perhaps to limber his knee—but he goes on 
prescription, on daily visits, and is not trans- 
ferred from the ward. | 

That is the point,—from the day he comes 
in till he is healed and solid, and well—he is 
under the jurisdiction of one man who is re- 
sponsible for him, under one ward surgeor 
eharged with his detailed care. : 

He is not shuffled off into an out-patient de- 
partment and lost. 

Suppose it is a nerve case, the patient is as- 
signed to a nerve ward and comes under the 
neurologist or neuro-surgeon, as may be. 

In our clinic it has been the neurologist who 
overhauls the case and dictates tne treatment 
or calls in the surgeon. 

Given an operation, the surgeon does it and 
sees the patient through the first period, at 
which time he is already on a splint, previously 
prepared through the orthopedic surgeon in the 
shops. 

From this point the neurologist is the mar 
in charge, following out his tests, dictating to 
the physio-therapy aide the bedside massage 
and electrical treatment and later the exercise 
work,—dictating the occupational ‘work indi- 
cated later on in the game. Here again until 
far along in convalescence the patient is under — 
one head. 
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In amputation cases the head of the ampu- 
tation clinie is in charge of operating work, of 
fitting the limb, and orders the massage and 
baths, the stump-drill, and the exercises. 

So with the other cases, classified or not,— 
one man is in charge throughout and the prin- 
ciple I have harped on for years—the principle 
of continuous personal responsibilitv— is final- 
ly. for once, really. effective-—and I am willing 
to stand by the comparison of results. 

The hospital of this sort is necessarily going 
to have a competent staff but no larger outfit 
than one often meets, though better trained and 
equipped than is usual. 

The thing that is different is that one man, 
or at worst one chief and one ward-surgeon, 
take the responsibility for the patient and this 
crew sees him through. 

All the work done for him by many people 
—skilled each in his or her branch—at all 
stages from entry to cure—is done under the 
authority, on the prescription, with the interest 
of one man. 

This man is not trying to do the most oper- 
ations to unload on the out-patient department 
so he can write about them,—he is concerned in 
getting John Smith well,—ready for discharge, 
ready to take up life or retraining as may be, 
as good as he can be made. 

Notable work has been done in detail. 

The handling of septic bone-wounds has been 
marvellously successful.-— amputations have 
been admirably handled and outfitted, wonder- 
fully good crews of physio-therapy workers 
have heen gathered and trained, expert in bath, 
electrical massage and exercise treatment, and 
admirable work done in occu : 
not only at the bedside but at <he bench, work 
of great value in physical cure as well as in 
restoring morale. 

But, fine as all the departments have been, 
one must remember that the best part of it all 
is that they have been doing team-work with one 
definite object—-the object of cure—the object of 
producing a really complete specimen of John 
Smith. reconstructed as far as can be done, and 
ready for use again. 

And that is why so.large a majority of our 
boys are made 100% fit for what they want to 
do. 

T am not going to weary you with detail or 
statistics, if you want to see you will be wel- 
come at No. 10. All you need do is climb 
the hill and you ean get all the detail. 


What I want to do today is to ask you how we 
ean secure for our civil work the advantages of 
a war hospital and get something like the war 
results, as we have not done in the past in 
civil life. 

It is possible to teach old dogs some tricks, 


but old institutions, never, and I believe our 


problem is to erect new institutions or better 
yet, take over those now doing army work in re. 
construction—to take advantage of special 
equipment if we can, of specially trained work- 
ers at least, particularly the wonderful women- 
aides, and to follow out the military plan as it 
lies for non-military work, till we a how 
best to modify it. 

It has been too good to change till we know 
why and how. 

In many communities this matter is going 
to be difficult: because hospitals must revert 
to title holders, and staffs inevitably scatter. 

For this district the Elks Hospital was built 
for no other purpose than reconstruction 
and is probably available, though details are 
not yet worked out. 

Moreover, with a premonition of this prob- 
lem, No. 10 has largely been staffed by Mass- 
achusetts doctors, nurses and — are 
available. 

Let us hope that Massachusetts may lead 
again, and that this may be the birthplace of 
civilian as well as military work in effective re- 
construction,—work for the cure of the disabled. 

A few years ago a well-known, rather ultra- 
scientific head of one of our institutions told a 
young applicant that what he really wanted was 
not a chance in the institution in question but 
ra jou as house officer in the - or 
hospitals,—‘‘one of the repair-shops.’’ 

In this community we are not likely to lack 
for alleged scientific work,—what we need 
most is the human ‘‘repair-shop."’ 

We have learned repair work under the stress 
of war—let us see that peace shall also have its 


repair-shops and have them run at near 100% 
efficiency. 


Case Recorps Historres In THE SMALLER 
Hospira.s. 


By Horace P. STevens, M.D., CAMBRIDGE. 
THE value and need of an adequate system 


of case records for every modern hospital is so 
well recognized and generally appreciated that 
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it hardly seems necessary for me to dwell upon 
it here. 

Apart from their importance in cases of tort, 
as a means of protection in suits for alleged 
malpractice, and in all other medico-legal con- 
troversies, their patamount value is found in 
their direct service to the community. This 
community service is brought about in two 
ways. 

First, through the study of methods and re- 
sults as shown in the records, the hospital is 
able to give better and more efficient service, 
and, second, by giving convincing evidence of 
efficiency and an available measure of its serv- 
ice the hospital ean seek and obtain more con- 
fidence, respect, and generous financial support 
and thus extend its scope and increase its abili- 
ty to serve. 

Another point of no small importance to hos- 
pitals which conduct training schools is the ef- 
fect of good records upon the efficiency of the 
nursing. It is obvious that an institution hav- 
ing well kept records will, other things being 
equal, turn out better nurses, but further, since 
the laws for registration in many states re- 
quire training in institutions fullfilling, among 
other obligations, proper standards of record 
keeping, such institutions will prove more de- 
sirable and will tend to attract a higher type 
of applicant. 

In the larger hospitals great numbers of pa- 
tients, frequent re-entries, complete laboratory 
facilities, and so forth, require, and larger house 
staffs and clerical forces permit, the keeping up 
of elaborate and ecmplicated systems'of records 
with multiple cross references and filing meth- 
ods. 

Such systems, however desirable, are beyond 
the reach of most small hospitals, because of 
lack of sufficient funds, insufficient number or 
absence of house officers, and small clerical staff ; 
nor are they necessary, since everything is on a 
smaller scale and methods which would be 


cumbersome in the larger institutions are quite 
convenient here. 


The problem for the small hospitals therefore 
reduces itself to: 


What are the essentials of proper record 
keeping and how with the means at hand can 
these essentials be provided ? 

Now, just what are the essentials and why? 

The Committee on Hospital Standardization 
of the American College of Surgeons in their 


preliminary survey of hospital conditions ask 
the following questions and it seems to me that 
these cover points that any well equipped hos- 
rital can and ought to include in their records. 

1, Are case records signed by the respective 
physicians or surgeons responsible for cases? 

No hospital ean hope to have good records 
without the active and hearty codperation of 
its staff and nothing should be easier, or per- 
haps actually is, harder to obtain. A physi- 
clan's or surgeon’s signature should indicate 
that he indorses the record as accurate and cor- 
rect and as it is distinctly to his advantage to 
have it so, he should demand the right to make 
such indorsement. 

2. Do case records include: 

Personal history of patient relevant to com- 
plaint ? 

Diagnosis on which treatment was based? 
(Preliminary or working diagnosis.) 

Laboratory and physical findings? 

Important points of operation or of treat- 
ment? 

Post-operative (final) Complica- 
tions of convalescence? Autopsy findings? 

Comment seems hardly necessary on the 
above. It is obvious that any records worthy 
of the name should contain those points. 

3. Do case records include follow-up records, 
and are patients told before leaving hospital 
that their subsequent medical history will be 
asked for? 

The value of a suitable follow-up system 
needs no explanation. There is no room for 
argument. It is the only adequate way of 
checking up results, of recognizing and correct- 

ing mistakes, of discovering the causes of fail- 
ures and of finding means of preventing their 
repetition. Furthermore, it helps to convince 
the patient of the sincere interest on the part 
of the physician in his welfare and thus foster 
their codperation and mutgal understanding. 
Any follow-up system can undoubtedly be more 
successfully carried out if the patient under- 
stands before leaving the hospital that future 
reports as to his condition will be asked for. 

To all of the above should be added a work- 
able card catalogue filing svstem. These cata- 
logues commonly include 


1. By patient’s name. 
2. By diagnosis. 
8. By organ or region. 
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all having cross references, and to these are 
added, in some cases, all manner of subdivi- 
sions. The first of these, the catalogue by name, 
is essential in all cases in order to carry out any 
follow-up system and to keep track of re- 
entries. The second, by diagnosis, is very de- 
sirable as a means of looking up and compiling 
cases of a given type and in getting out an an- 
ual report. The third, by region or organ, and 
the various more elaborate subdivisions, while 
valuable, are by no means essential to the small 
hospital where the number of patients is com- 
paratively small and searching through the 
catalogue for given material not an arduous 
task. 

How, with the means at hand, are these es- 
essentials to be carried out? 

I believe that every hospital, no matter how 
small, ought to be able to work out for itself 
a plan which would fulfill all these rquirements. 
The difficulties are in some cases considerable, 
but by no means insurmountable, and the ad- 
vantages of good records will amply repay the 
effort. 

In order to get some idea of what our smaller 
hospitals are doing along these lines, I ad- 
dressed a letter of inquiry to the superintend- 
ents of something over 60 New England hos- 
pitals having an average daily number of pa- 
tients between 20 and 100. Replies were re- 
ceived from 25. Of these, seven stated that 
they either had no adequate system of records 
or that their method was entirely unsatisfac- 
tory. Four of these were just in the process 
of developing a new system which they hoped 
to put into effect in the near future. The re- 
maining 18 sent more or less detailed accounts 
of their methods and of the difficulties thev 
were experiencing in carrying them out. 
Twelve of these have apparently worked out 
fairly satisfactory systems and keep really good 
records. Six have inaugurated and are carry- 
ing out follow-up systems. and the other six 
would seem to be in a position to add this fea- 
ture to their present systems without difficulty. 
Of the remaining six, two sent too little data 
to judge of the adequacy of their methods, and 
the other four described systems somewhat lack- 
ing in completeness and such as would require 
more or less radical change to make them satis- 
factory. 

The clerical end of the work. filing, catalog- 
ing. and so forth, was in practically every one 


of these hospitals carried on by one person. In 
three instances it was stated that this person 
devoted her entire time to the work. In all 
other cases it was either stated or intimated 
that ‘the clerk carried out these duties in con. 
junction with other hospital work. In one in- 
stance the work was done by two graduate 
nurses, each devoting but a part of their time 
to the records, and one hospital divided the 
work between the hospital bookkeeper, the tele- 
phone operator, and the superintendent’s sten- 
ographer. 

In response to the: question of what diffienl- 
ties were met with, not one hospital mentioned 
any trouble in getting the clerical part of the 
work done. The, difficulties all seemed to be 
in getting proper reports of the histories, physi- 
eal examinations, operations, etc. Seven ‘hos- 
pitals were most concerned with their inability 
to obtain proper interest and codperation on 
the part of the staff. Two mentioned the 
troubles caused by depleted staffs on account 
of the war, this, of course, being a purely tem- 
porary difficulty. Four complained of the dif- 
ficulty of getting house-officers, and two were 
unable to get good records from the house 
officers they had. 

All this, of course, with the exception 
of the shortage of house officers, points 
to a lack of interest and _  codperatior 
on the part of the doctors. It is obvi- 


ous that we cannot have good records if’ 


we, in our position, as attending physicians, 
are not sufficiently interested and willing to 
do our share; but, on the other hand, no sys- 
tem is going to succeed which calls for too much 
time and attention to details on the part of 
the staff. 

Hospitals, which through their location or 
other advantages, are able to get sufficient house 
officers, ought to have no real difficulty with 
this part of the work; but institutions where 
there are no internes or an insufficient number 
of internes have got to devise some method of 
having this work done, other than that of de- 
pending on the attending physicians to write 
out the records personally. Of course the first 
thing that suggests itself is to have a compe- 
tent stenographer who will take down dictation 
at the time of the visit and after operations. 
This stenographer could also take care of the 
clerical part of the work and the details of the 
follow-up system. Unfortunately. this entails 
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an expense that many small hospitals are un- 
able to stand. Another plan is thé one that is 
employed at St. Vincent Hospital, Worcester, 
for the reporting of operations. This is the 
use of the dictagraph. 1 have not heard of this 
being tried in any other institution, but it seems 
to me that it might prove a convenient and 
practical method. 

Several of the hospitals are making use of 
a nurse, trained to take histories and write out 
the reports of physical examinations, this latter 
under the direction or dictation of the attend- 
ing physician, something after the manner of 
the old English clinical clerk. 

Dr. Stetson, of Greenfield, writes me that he 
has favored something of this sort for the 
Franklin County Hospital. In one hospital 
this is done by the laboratory technician, who 
is a graduate nurse. 

The Springfield Hospital writes me: ‘‘We 
have evolved a scheme of keeping our records 
which seems to show good results, as at pres- 
ent, no patient can be discharged from the hos- 
pital until their record is complete. We have 
appointed a registrar, a graduate nurse, who 
has full charge of the records. When the pa- 
tient is admitted, she takes the history, except 
in the case of venereal cases, when the house of- 
ficer does it. We find, that with teaching and 
practise, a graduate nurse takes as good, if not 
a better history, than the average house officer. 
Furthermore, she always takes it. We have a 
blank form for the physical examination’ and 
the house officer makes this examination and 
records it.’’ 

In hospitals where there are no house officers 
the attending physician would have to fill in 
the physical examination form and he ought 
to have the chance of correcting the history be- 
fore it is written in its final form. The reports 
of laboratory findings and so forth should, of 
course, be sent to the wards and kept there 
with the charts and records until the patient’s 
discharge, when all parts of the records should 
be sent to the office for filing or binding. The 
nurse’s notes of treatment may be kept on 2 
separate sheet or in the margin of the history 
sheet. I believe that in the small hospital they 
are better kept in the margin. 

The separate medication and treatment slips 
in use in some hospitals are more of a necessity 
in larger institutions where patients are more 
often transferred from one ward to another 


and where orders written in an ordinary ward 
order book are sometimes incorrectly or incom- 
pletely copied. In the absence of house officers, 
notes on the patient’s progress, the occurrence 
of complications, and so forth, may be recorded 
by dictation from the attending physician in a 
book provided for the purpose. These notes 
may then be transferred to the records by the 
ward nurse. When the completed records are 
sent to the office, upon the patient’s discharge, 
they may be preserved for future reference, 
either in bound form or under the loose-leaf or 
jacket system. 

My correspondents were about evenly divided 
in their preference between these two methods. 
Both have their advantages and disadvantages. 
The loose-leaf system offers the advantage of 
having all records of a given patient, no mat- 
ter how often he may re-enter the hospital, 
kept together, but, if they are kept accessible 
for reference, there is danger of parts or whole 
of records bemg lost. 

The bound method, of necessity, separates re- 
entry records from their original admissions, 
but in small institutions these re-entries are 
not very frequent and the necessary amount of 
cross referencing and looking up cases in sepa- 
rate volumes is not a very arduous task. As 
stated above, all this work of filing records to- 
gether with the necessary cataloging, is carried 
on in most of the hospitals by one person, who 
devotes all or part time to this task. T believe 
the plan of having this work divided between 
a number of people is a bad one, as it tends 
to confusion. 

Wherever a follow-up system is put in prac- 
tise, I think it will be found necessary to have 
one person, whose whole time is devoted to 
record keeping. If a stenographer can be em- 
ployed for this purpose, so much the better. 

I have been able, in this short paper, only 
to outline, in a very general ‘way, some of the 
ideas that may be adopted by the smaller hos- 
pitals for improving their svstems of record 
keeping. Of course, no definite plan could be 
laid out that would suit the needs of all. Every 
hospital has its own particular conditions and 
problems and the details of its record system 
must be made to fit these. 


DISCUSSION. 
Dr. Homer Gace, Worcester: I have been in- 


terested for a long time in this matter of hos- 
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pital records and am very much pleased with 
the paper of Dr. Stevens. There are various 
ways of keeping records that are perfectly sat- 
isfactory, but the important thing and the diffi- 
cult thing is to get them written at all. From 
my personal observation of the small community 
hospitals throughout the State the majority of 
them have no records except the record of the 
patient’s admission and the date of discharge, 
and sometimes the diagnosis; but often nothing 
but the date of admission and the date of dis- 
charge. 

Now it is extremely important and will be- 
come necessary in every hospital as soon as the 
community becomes alive as to what the hospi- 
tal ought to be doing for it, to have some ac- 
curate system to show at least that the patient 
has been seen and has been examined and what 
has been done for him. 

My experience in an Army hospital has led 
me to believe that it is perfectly practicable to 
have a system of reports, and to hoid the staff 
rigidly up to certain rules and regulations that 
in no way reflect on the qualifications of its in- 
dividual members, but indicates clearly whether 
they are giving to the hospital the same sort of 
service that they are rendering to their pri- 
vate patients. 

The board of trustees should demand a report 
of what has been done in the hospital from 
month to month or quarter to quarter. 

We will suppose it is a small community hos- 
pital where the services are divided; at the 
end of three months, or for one menth, a re- 
port should be made to the trustees of the num- 
ber of patients that have been admitted, their 
length of stay in the hospital, the number of 
fatalities that have oecurred in the service, 
whether medical or surgical, and in the surgieal 
service, the number of cases of sepsis occurring 
in clean operations. 

These are simple things, the Army gets them, 
and it is perfectly easy for the trustees of 2 
hospital to get them. The trustees have aec- 
cepted the responsibility of hospital manage- 
ment and have given over a certain duty to the 
staff. They should see that the staff performs 
that duty, and | think it is easy for them to do 
it without undue friction, to the great advan- 
tage of the community. 

They have a right to demand and the staff 
has no right to refuse a regular report on the 
medical and surgical work of the hospital. And 
if the members of the staff are not willing to 
discharge that duty, those men should be 
dropped at the next election; a few whole- 
some changes will suffice for any community. 

And my belief is that we can adopt some of 
the systems and reports and checks that the 
Army has taught us and adapt them to our eiv- 
ilian hospitals and secure much better results: 
and one thing that | want to emphasize is, that 
the responsibility for that rests on the staff. 


The staff may delegate it to whomsoever they 
please,—to the superintendent.—and from whom 
they delegate it to, they should compel a report; 
and I think there is no reason why thev shonld 
not receive it, and | believe in that way the 
record system can be much better than it is 
now. 

Dr. C. H. Cook, Natick: Hospitals in small 
communities have both ward and private pa- 
tients. Do these records include private pa- 
tients? 

Dr. Homer Gace, Worcester: Does the hos- 
pital hold itself responsible for that patient ¢ 

Dr. C. H. Cook, Natick: The hospital fur. 
nishes necessary care and nursing unless a spe. 
cial nurse be required: the medicai and surgical 
treatment is ordered by the medical attendant 
in charge. No one would presume to demand 
that records of these patients be kept were they 
in their own homes: does that relation chang: 
because they are in a hospital? If so, how? By 
requiring hospital records to be kept, is not that 
privacy, to a greater or less extent, done away 
with? Under these conditions, will private pa. 
‘tients, especially in the small cities and towns, 
be willing to go to hospitals? It is an ope: 
question with me whether or not trustees have 
a right to require or insist that snch records 
be kept; whether they have a right to require 
details of the case to be preserved where, in the 
future, they are not under the control of either 
physician or patient. It may be the full in- 
tention to preserve the seerecy of those records 
but what guarantee can be given that will make 
the patient rest easy as to permanent se*recy? 

Dr. H. P. Srevens, Cambridge: I think it 
is wrong to class hospital records as vublicity. 
Any hospital with private or ward patients as- 
sumes a responsibility, and I think it is en- 
titled te some fair record of that patient. These 
hospital records are not public property in anv 
sense of the word; I think adequate records 
should be kept of private patients as well as 
ward patients. 

Dr. C. H. Cook, Natick: There arises the 
auestion whether the physicians who send pri- 
vate patients to a hospital will be willing tha! 
all the details relating to these patients should 
be made a part of hospital records. The hospi- 
tal requires that the physician’s directions as 
to care be written in an order book provided 
for that purpose: of course the nurse’s daily 
clinical record of administration of nour- 
ishment and remedies and daily bodily 
care, together with pulse, temperature, 
and respiration, must be kept, else the physie:an 
can have no intelligent understanding of the 
condition. but this is not what I understand 
by ‘‘adequate hospital records.’’ It is to be 
assumed tha’ the physician keeps records of 
his private cases for his own use and protec- 
tion; if he does not, it is his own fault and he 
must suffer the consequences; but why is it 
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necessary or ineumbent that the hospital also 
keep such records? 

Dr. Water G. Pxipven, Salem: The Salem 
Hospital takes care of both hospital and pri- 
vate eases and has kept records of both for 
many years. 

There is another point: Dr. Stevens spoke 
of the dictagraph. We do not have a dictagraph, 
but the etherizer has a sheet which is part of 
the permanent record, on which must be writ- 
ten the report of the operation before the pa- 
tient leaves the operating room, so that later, 
in looking up the case, you will find the opera- 
tion reported correctly. 


Original Articles. 


VENEREAL DISEASE AND THE PUBLIC 
HEALTH.* 


By Sutra, M.D., Boston. 


ACCURATE statistics regarding the amount of 
venereal disease in this country do not exist. 
Computations based upon local surveys give an 
approximate idea of its prevalence, but the re 
sults deduced by different writers vary so great- 
ly that their value seems very doubtful. Fis- 
cher, quoted by Rosenau, estimates that there are 
250,000 deaths in the United States each year 
due to venereal infection. Biggs, in 1912, 
stated that in New York City some 800,000 peo- 
ple, or more than one-fifth the adult population, 
had or had had venereal disease. Nor are adults 
alone affected: according to Pollack, there are 
every year in Baltimore from 800 to 1000 cases 
of gonocoeceus vulvovaginitis in little girls. 
Seippel believes that 500 cases occur annually 
in Chicago. 

Osler gives fourth place in the list of fatal 
diseases to syphilis. Between 6000 and 7000 
people die from this cause each vear in England 
and Wales. 

Interesting figures as to the prevalence of 
gonorrhea are found in the report of the Sur- 
geon General of the Army for 1918. The pro- 
portion of recruits of draft age (21 to 31) who 
were found to have gonorrhea was between 2 
and 3 per cent. Men from rural districts 
showed twice as much venereal disease as men 
from cities or thickly populated areas; colored 
troops showed two and one-half times as much 


- 
as white troops. Gonocoecus infection is seldom 
fatal to men; it is important because of the 
effect it has when transmitted to women, be- 
cause of the sterility, both in men and women, 
which it may bring abont. and because of the 
vast amount of time lost from productive labor 
hy those affected. You know without being told, 
the great number of operations upon women 
made necessary by gonococcus infection; you 
can imagine the suffering and the economic loss 
entailed thereby. Fifty per cent. of sterile mar- 
riages, according to Howard Kelly. are due to 
gonorrhea. As for the amount of time lost 
from work because of venereal disease, one has 
but to consider the fact that at the Massachu- 
setts General Hospital alone, the 50 odd eases of 
gonorrhea who come daily for treatment lose 
300 days per week or 15,900 days per vear. 
Add ito the above losses the cost to each state 
of caring for its insane, one-fifth of whom have 
general paresis. Ninety per cent of these show 
a positive Wassermann test. The feeble-minded 
who owe their mental deficiency to syphilitic 
taint, the children blinded by ophthalmia neo- 
natorum or by congenital ‘Ines, add to the bur- 
den of misery and human waste imposed upon 
us by venereal disease. 
Within the past decade we have gradualiy 
awakened to a conception of this problem, and 
to a realization of the fact that it can be 
handled as other similar problems have been 
handled. For some years the American Socia! 
Hygiene Association has been working to under- 
mine the inertia and the prudery which pre- 
vented a direct attack upon this problem. Pub- 
lie opinion has begun to show the effects of 
education. Venereal disease has been recog- 
nized as a menace to mankind. 

This attitude of the public mind has been 
reflected by the legislatures and Health Depart- 
ments of various states. In 1910 the legisla- 
ture of South Carolina passed regulations deal- 
ing quite comprehensively with this question. 
Most significant is the provision for the report- 
ing of persons with venereal disease’ whom ‘‘the 
attending physician or other person knows or 
has good reason to suspect is so conducting 
himself or herself as to expose other persons 
to infection, or is about so to conduct himself or 
herself.’’ This regulation dealt a blow at ‘‘pro- 
fessional seerecy”’ by furnishing the physician 


* Read at the Medical CMeere Conference, U. S. A. General 
Hospital No. Mav 14, 1919 


a legal basis upon which he could stand in case 
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_he felt it his duty to prevent a marriage be- 
cause of the infectiousness of one of the parties. 

February 20, 1912, the New York Board of 
Health adopted resolutions putting venereal 
diseases on the same basis as other infectious 
_ diseases. The public in general, however, slum- 
bered peacefully so far as the question of vene- 
real disease was concerned. Most hospitals still 
refuse to admit patients known to have trouble 
of this nature. Although there were plenty of 
laws by the authority of which health depart- 
ments might have taken action in the matter, 
no action was taken. Prostitutes continued: to 
ply their trade: they were arrested, fined, and 
sent out upon the streets again. 

Then came war. Man power in a state of 
highest efficiency was in demand. The man who 
was not ‘‘fit to fight’’ was derelict to his duty. 
Americans had had the opportunity of studying 
conditions in the armies of our allies. We knew 
the danger to military forces from loss of ef- 
fectives because of venereal disease, and ex- 
pected that, unless precautions were taken, these 
infections would be immediately increased by 
the psychic reaction of war, by the abrupt 
change in environment, and by the hundred and 
one causes which make it easy to ‘‘let 
down the bars.’’ At the very outset, there- 
fore a campaign against venereal disease 
was started, with four main lines of attack. 
These were: 

A. Social measures to diminish sexual temp- 
tation. 

B. Education of soldiers and civilians in’ re- 
gard to venereal diseases. 

C. Prophylactic measures against venereal 
disease. 

D. Medical care. 

Not least among these was the order that no 
man in the U. S. uniform should be given or 
sold liquor. More will be said later about the 
relation between alcohol and venereal disease. 
Let me say here that, although 1 have many 
times heard men in the army say that they 
had a fearful thirst, I have never heard anyone 
criticize the wisdom of the rule which prevented 
them from slaking it. 

That these measures have been on the whole 
successful in keeping down the amount of 
venereal infection in the army there can be no 
doubt. The report of the Surgeon General 
quoted above does not contain figures showing 
the number of new infections apart from those 


existing at entrance. It does state, however, 
that ‘‘the number of current venereal diseases 
in the Army Camps is remarkably small: and 
much less than the present components ‘of the 
Army had before they were inducted into mili- 
tary service.”’ (p. 197.) From my experience 
at Camp A. A. Humphreys, I should say that 
these conclusions are true. The mean annual 
admission rate for gonorrhea in the American 
forces in Europe is given in the report for 1918 
at 36.24 per 1000, a rate which compares very 
favorably with those of other armies. If we 
assume that it takes 3 months to cure a case of 
gonorrhea, this rate means that less than one 
man in every hundred was constantly off duty 
because of urethritis. 

Perhaps an even greater result of the attack 
by the army upon venereal disease has been the 
impetus which it gave to a similar crusade 
among the civil population. The focus was 
shifted from the army to the country at large, 
and although the measures employed must neces- 
sarily differ in many respects, they are still be- 
ing followed with vigor. The Surgeons Gen- 
eral of the Army, Navy. and Department of Pub- 
lic Health have together formulated a program. 

The Federal government, by Act of Congress, 
approved July 9, 1918, created a separate Divi- 
sion of Venereal Diseases in the Department of 
Public Health. This division aims to codperate 
in every way with the Health Departments of 
the several states. In pursuance of this aim, 
it has sent to 131,830 physicians in the U. 5. 
pledge cards which they are asked to sign and 
return. The promise reads as follows: 


1. To report my venereal disease cases in 
accordance with the laws and Board of Health 
regulations of my state. 


2. To secure prompt treatment for all vene- 
real cases that come to me, either treating them 
myself or referring them to a clinic or physi- 
cian known by me to be competent in the treat- 
ment of such cases. 

3. Not to dispense medicines which I pre- 
scribe in venereal cases, except when they can- 
not be obtained from a drug store; and not to 
recommend, prescribe, or sell any proprietary 
remedy marketed for the self-treatment of vene- 
real disease. 

4. To give to every venereal disease patient 
a circular of instructions, a supply of which is 
to be furnished me free of charge by the U. 5. 
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statistics are essential. Such can be obtained 
only by the conscientious reporting of all eases 
of this sort—a procedure to which the medica! 
profession, until recently, has been opposed. It 
has been argued that doctors would not report 


Public Health Service or by my State Board 
of Health. 


By March 15, 1919, 50,271 of these pledges 
were signed and returned. A copy of the Re- 


vised Manual for the Treatment of Venereal 
Disease will be sent to each one who has signed 
a pledge. 

At the same time it ereated the Division of 
Venereal Diseases, Congress appropriated one 


their cases for fear of driving them into the 
hands of the druggist or of the quack. Recent 
experiments along this line have not borne 
out these objections. Six states now require the 
reporting of cases of venereal disease by name 


million dollars to be expended through the State and address. I do not know with what success 
Departments of Health in venereal disease control they have met. In Massachusetts, each physi- 
during the year ending June 30, 1919. Thissum cian is required to report every new case by 
is divided among the states in amounts varying serial number. If the patient absents himself 
from several thousand dollars to nearly $100,- from treatment for six weeks, and is not going 
000. Of the money granted to each state. 10% to some other doctor, or if he is so conducting 
is to be used for administrative purposes, 50° himself as to be a menace to the publie health, 
for actual treatment, 20% each to repressive his physician is directed to report his name and 
and to educational measures. A sample budget address to the State Health Department. The lat- 
of $30,000 would therefore be divided as fol-| ter will communicate with the board of health of 


lows: 


Salary of State venereal disease officer 
Salary of employees engaged in ven. dis. work 
Travel expense accounts 


Other expenses 


Cost of arsphenamin and 
Equipment of clinic 
Capital cost of detention hospital 
Maintenance of same 
Incidental expenses 


Salaries of investigators 
Agents coiperating in law enforcements 


The campaign against venereal disease calls 
for the codperation of the Federal Division of 
Venereal Diseases, the State Boards of Health, 
societies genuinely interested in this problem, 
and the individual practitioner. The plan con- 
sists of five subdivisions: 

A, Securing of reports of venereal infec- 
tions. 

B. Control of those infected so as to prevent 
the further spread of the diseases. 

C. Establishment of free venereal clinics. 

D. Suppression of vicious conditions which 
favor the spread of venereal infection. 

E. Carrying out of a systematic educational 
program for the general public as well as for 
those who are infected. 

I will comment briefly upon each of these. 

A. Securing of reports of venereal infection.— 
To thoroughly understand the situation and to 
direct the fight against venereal disease, accurate 


Salary of physician and attendants engaged in treatment 
other remedies 


Expenses of printing, preparing exhibits, lectures, etc.........-..+-seeeeerees 


the town in which the delinquent lives, and 


ADMINISTRATIVE 


SHO 
100 
1500 
$2000 
$6000 


will instruct them to induce, or even to force 
him to continue treatment. This applies only to 
persons having a disease in a communicable 
form. 

The above scheme was instituted in April, 
1918. In the ten months following its inception, 
11,864 cases were reported in Massachusetts. 
This would seem to prove that we may expect 
codperation between physicians and their boards 
of health. So far as the patient is concerned, 
I have never found one who objected after he 
understood the method employed in reporting 
his case, and the reasons for doing so. It is the 
sort of thing to which army men are accus- 
tomed; the attitude of discharged soldiers 
towards the reporting of venereal disease will 
be, I believe, one of coiperation rather than of 
hindrance, and will influence the rest of the 
population in favor of this measure. 

B. Control of those infected so as to 
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prevent further spread of the disease.—The 
reporting of cases of venereal infection, 
besides supplying information as to the extent 
of these diseases, provides a way of controlling 
foci of infection. If physicians and clinics do 
their duty, every case of venereal disease which 
applies for treatment must continue treatment 
until he or she becomes non-infectious. It may 
be argued that at present a considerable propor- 
tion of cases do not see a doctor at all, but get 
treatment from drug stores; and that these cases 
will not come under the registration at all. The 
truth of this cannot be denied; to meet the sit- 
uation, the Federal Division of Venereal Dis- 
ease is conducting among druggists a campaign 
to parallel theit campaign among physicians. 
The object is, of course, to stop the sale of those 
drugs used chiefly in the treatment of vene- 
real diseases, unless prescribed by a physician. 
From all points of the compass the carriers of 
venereal infection are being rounded up. When 
this process becomes complete, as it may within 
15 or 20 years, venereal disease will be as rare 
as smallpox is now. 

Quarantine, for the majority of those afflicted 
with venereal disease, seems quite unnecessary. 
On the other hand, the confinement of prosti- 
tutes found to be infectious (as 90% of them 
are) is highly desirable, for these carriers, be- 
cause of their great sexual activity, are the 
chief disseminators, of syphilis and gonorrhea. 
The professional prostitute is not alone in this: 
fully as much harm is done by the clandestine 
prostitute,—the girl who has a regular voca- 
tion, but a most irregular avocation. Of the 
venereal infections in the British Army 75% 
were contracted from clandestine prostitutes. 

An effort has been made to find such carriers, 
both by the Federal government by means of 
the questionnaires in use in some camps, and by 
state health departments by means of the regis- 
tration blanks for venereal cases. In both in- 
stances the patient is asked to name the person 
from whom the disease was contracted. Ob- 
viously this request will not be heeded in many 
cases; it is surprising, however, to find how 
many times the question is answered. If the 
patient is made to understand that the informa- 
tion is desired simply in order to bring the 
source of the infection under treatment and 
thereby ta prevent others from getting infected. 
and that all these matters are confidential, he 
will be much more likely to answer. 


C. Establishment of free venereal \disease 
clinics.—It is not enough to identify the carriers 
of infection; it is even more necessary to pro- 
vide for such of these as are not well off finan- 
cially adequate facilities for treatment. As has 
been shown, the Federal Government is inter- 
ested in the establishment of venereal clinics. 
In Massachusetts, the State Department of 
Health has instituted a series of ten vene- 
real eenters, under the supervision of a compe- 
tent venerologist, where will be provided diag- 
nostic facilities for the early recognition of 
syphilis and gonorrhea, and the medical and 
material equipment necessary for their treat- 
ment. 

It must be remembered that even though 
every facility for treatment is provided there 
are still many patients who cannot afford to 
spend the morning or afternoon in a clinic. 
Their jobs will not stand for this. The logical 
solution, which is not particularly pleasing to 
the physician, is the establishment of evening 
clinies. Several of these have been in opera- 
tion for some years in New York and in Bos- . 
ton. At the Boston Dispensary, a charge of 50 
cents per visit is made. This supplies enough 
income to pay salaries to the doctors who spend 
two or three evenings a week at the clinic. 

The free centers for the diagnosis and treat- 
ment of venereal disease which were established 
in England in 1916 to meet the increase of vene- 
real infection and the searcity of medical men 
have been operated with increasing success. 
Every dollar spent in providing similar facili- 
ties in this country is a gilt-edge investment, 
bound to return many times its value by the 
checking of human waste. Let it be thoroughly 
understood that these clinics must be really ade- 
quate to the needs of the people whom they 
are intended to serve, both from the standpoint 
of scientific treatment and from that of eco- 
nomic consideration. 

D. Suppression of vicious conditions which 
favor the spread of venereal infection—This as- 
pect of the problem presents many difficulties. 
The diffusion of prostitution, its insidiousness, 
its antiquity, discourage those who would sup- 
press it. One thing is sure; that is, segregatior 
and the so-called contro! of prostitution do not 
answer the needs of the situation. Abraham 
Flexner has shown the fallacies of this system 
as it is practised in Europe. Prostitution is a 
matter of supply and demand. The demand 
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must be decreased by far-reaching social 
changes. For one thing the wages of young men 
must be sufficient td enable them to marry earli- 
er. The supply of prostitutes must be decreased 
through better supervision of amusements, such 
as public dances; by the more sympathetic treat- 
ment of early offenders; by the instruction of 
girls in sexual hygiene, As business oppor- 
tunities for women increase, it is probable that 
the proportion of professional prostitutes will 
grow less, that of the clandestine type will grow 
more. 

The statement made in 1912 by Colonel Maas 
is profoundly true—that ‘‘venereal diseases are 
intimately associated with two of the most 
prominent sociological problems of the age, alco- 
holic addiction and prostitution.’’ It is my own 
belief that the prohibiting of distilled liquors, 
if it can be thoroughly enforced, will deal a 
staggering blow to prostitution. At the same 
time, it will go far towards preventing the dis- 
semination of venereal disease. Many men and 
women who ordinarily would not yield to sex- 
ual desire, do so when under the influence of 
comparatively little aleohol. Others, who do 
not hesitate at promiscuity but who usually ex- 
ercise precautions against infection, omit these 
precautions when intoxicated. The establish- 
ment of prohibition, unpleasant as it is for 
those who understand moderation in the use of 
alcohol, should nevertheless be supported by 
every thinking individual, if for no other rea- 
son than because of the certain decrease in vene- 
real infection which it will bring about. 


E. Carrying out of a systematic educa-. 


tional program for the general public as 
well as for those who are infected.—In pre- 
venting the dissemination of venereal disease 
much depends upon the action of the indi- 
vidual. It stands to reason that education 
of the individual in the nature of these dis- 
eases, and in the facts of sex hygiene in general, 
is of the greatest importance. The value of 
education is emphasized by the Surgeon Gen- 
eral of the Army in his report for 1918. The 
Government has distributed 5 million pamphlets 
and leaflets explaining its social hygiene pro- 
gram. I have already mentioned the Federal 
appropriation to be divided among the several 
States; of this, 20% is to be expended for edu- 
cational purposes. Edueation is earried out by 
means of pamphlets, lectures, and exhibits. Per- 
haps even more is accomplished by the enforce- 


| ment of laws dealing with matters of social hy- 


giene, such as the law for reporting cases of 
venereal disease. 

The government has prepared two films upon 
this topie—‘‘ Fit to Fight’’—which is intended 
chiefly for troops, and another film which is for 
use in civil communities to aid in the education 
of women and girls. One or two commercial 
pictures dealing with venereal disease which I 
have seen seemed to be of very little value from 
the educational point of view, but of consider- 
able value, perhaps, from that of the box office. 

Education in all matters pertaining to sex 
should be, as Rosenau says. ‘‘clear, pointed, 
brief, and direct.’’ It should be as impersonal 
as possible, except when appealing to the best 
instinets of the individual. Above all, exagger- 
ation for the sake of being impressive must 
never be employed. 

Not least among measures to check the spread 
of venereal infection is the education of the in- 
fected individual. This is not a case of locking 
the stable door; education of the infected indi- 
vidual aims to show him how he may achieve a 
complete cure, and to secure his codperation in 
the protection of the community while he is in- 
fectious. 

How much stress to lay on the matter of per- 
sonal prophylaxis is difficult to know. As has 
been very justly said by someone—I think it 
was Ex-President Eliot-—there is a certain in- 
congruity in approaching youth with a Bible in 
one hand and a prophylactic outfit in the other. 
Without any question, prophylaxis is a most 
valuable defense against the spread of venereal 
disease. The employment of this measure in 
the U. S. Army has reduced the rate of those 
non-effective because of venereal disease from 
23.23 per 1000 in 1909. when prophylaxis was 
instituted, to 4.44 per 1000 in 1916. It might 
be said that because venereal prophylaxis does 
not protect with absolute certainty, its use ‘be- 
gets a false confidence, or that advertisement of 
its advantages may lull the fear which some- 
times (though not often) holds desire in check. 
Neither of these arguments seems to me to offer 
any real objection to its use. We must admit 
what everyone knows—that indiscriminate in- 
tercourse always has, and probably always will, 
occur. Therefore, opportunities for taking pro- 
phylaxis should be freely available. Four mil- 
lion men going from our armies to every corner 
of the land know its advantages and that its 
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use was demanded when they were in the army. 
They will demand it now, fcr the sake of the 
public health if not for their own. 


GASEOUS EXCHANGE WITH UNPRAC- 
TICED SUBJECTS AND TWO RESPIRA- 
TORY APPARATUS EMPLOYING THREE 
BREATHING APPLIANCES. 


By M. F. Henpry, T. M. Carpenter, ANp L. E. EMMEs, 
Boston. 


{From the Nutrition Laboratory of the Carnegie In- 
stitution of Washington, Boston, Mass.] 


(Continued from page 296.) 


UNIFORMITY OF DUPLICATE MEASUREMENTS IN 
REGARD TO RESPIRATION APPARATUS AND 
BREATHING APPLIANCE. 


In any research, as well as in clinical appli- 
cation of the results, the investigator is con- 
cerned with two problems, viz., what are the 
actual variations involved and how closely can 
the method used measure these variations. 
Naturally, two factors enter into any considera- 
tion of these problems, i.c., the duplication of 
the physiological condition and the adequacy 
of duplicate measurements for the purpose con- 
cerned if the conditions remain constant. The 
possibility of duplication of results in relation 
to time is considered later. In this research 
we have attempted to arrange the duplicate de- 
terminations in such a manner that the ques- 
tion of time of day, breathing appliance, or res- 
piration apparatus would in no way affect our 
conclusions. We had two respiration apparatus 
and three breathing appliances, and thus the 
possibility of six combinations. We employed 
six different sequences of experimenting. 
Owing to technical difficulties it was not possi- 
ble at times to carry out our original plan of 
using three subjects with each of the six se- 
quences of periods. From previous experience 
with respiration apparatus in general’® and 
the results obtained here, we feel that the data 
presented in our tables are in no way affected 
statistically or physiologically by the deviation 
from our original plan. 

Table V has been prepared primarily with 
reference to technical possibilities of duplica- 
tion of results. The values in the table are ar- 
ranged first as to respiration apparatus; sec- 


ond, breathing appliance as used with either 
respiration apparatus; third, averages of first 
and second periods; fourth, averages of indi- 
vidual differences between first and second 
periods. The table therefore involves differ- 
ences in respiration apparatus and differences 
in breathing appliances as far as the average 
uniformity is coneerned between the measure- 
ments in two periods with the different respira- 
tion apparatus and breathing appliance. 
Carbon-Dioride Elimination. The agreement 
of the duplicate averages with each breathing 
appliance, regardless of respiration apparatus 
employed, is all that could be expected, with 
the exception of those for the mask in combina- 
tion with the respiratory-valve apparatus. The 
averages of the individual differences between 
the first and second periods are highest with the 
portable apparatus and nosepieces and lowest 
with the respiratory-valve apparatus and the 
mask. The average of the individual differ- 
ences between the first and second periods with 
the respiratory-valve apparatus and mask cor- 
responds more closely with the differences be- 
tween the averages of the first and second peri- 
ods than with any other combination of breath- 
ing appliance and respiration apparatus. 
Orygen Absorption. The data for oxyyen 
consumption show that the best agreement on 
the average between two measurements is with 
the portable apparatus and mask and the next 
Best is with the nosepieces and either apparatus. 
The poorest is with the respiratory-valve ap- 
paratus and the mouthpiece, but the range in — 
the average differences between any two dupli- 
cate measurements is from 1 to 6 e.c., The av- 
erages of the individual differences vary from 
5.7 ¢.ec. with the portable apparatus and nose- 
pieces to 14.8 ¢.c. with the respiratory-valve ap- 
paratus and mouthpiece. In general these dif- 
ferences are less with the portable apparatus 
than with the respiratory-valve apparatus, ir- 
respective of breathing appliance used. 
Respiratory Quotient. The agreement on the 
average between the first and second measure- 
ments does not differ materially with any com- 
bination of breathing appliance and respiration 
apparatus. The lowest values are with the 
mask and respiratory-valve apparatus. The 
best average agreement and the lowest average 
of individual differences is with the mouthpiece 
and respiratory-valve apparatus. 
Pulse Rate. The range in the differences be- 
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Taste V.—AVERAGES OF ALL MEASUREMENTS WITH RESPECT TO THE First SECOND PeRiops witH 


BREATHING APPLIANCE AND AVERAGES OF THE INDIVIDUAL 


l'exIODS OF MEASUREMENT. 


ArpaRaTUs AND BREATHING APPLIANCE 


c.c. c.c. 


Portable respiration apparatus 


. Nosepieces, av. of first periods .. 206 236, 


Nosepieces, av. of second periods 204 238 
Nosepieces, av. of differences be- 

tween periods* 16.1 5.7 
Mouthpiece, av. of first periods .. 204 237 
Mouthpiece, av. of second periods 207 240 
Mouthpiece, av. of differences be- 

tween periods® - BA &.8 
Mask, av. of first periods ....... 195 237 
Mask, av. of second periods .... 195 238 . 
Mask, av. of differences between 

periods* 9.1 7.2 

Res torv-valwe apparatus 

an av. of first periods .. 188 
Nosepieces, av. of second periods 187 
Nosepieces, av. of differences be- 


tween periods* 9.1 72 
Mouthpiece, av. of first periods .. 194 23A 
Mouthpiece, av. of second periods 197 
Mouthpiece, av. of differences be- 

between periods* 12.3 14.8 
Mask, av. of first periods ....... 190 234 


Mask, av. of second periods .... 182 
Mask, av. of differences between 
8.1 8.5 


CES BETWEEN THE FIRST AND SECOND 


1445 5.67 
135 5.38 
025 3.2 19 36 


: “ Expired Air 
liters % % 

ST 63 134 562 538 367 4.21 
6 62 13.7 619 S64 342 3.96 
076 3.9 9 101 71 45 67 
6 65 144 628 537 335 £3.88 
S7 62 146 632 S45 332 3.86 
040 26 13 102 46 5S 
83 65 154 728 277 829 
S82 63 15.2 710 573 280 3.44 
040 3.5 9 88 52 35 31 
82 6 #14 491 442 390 4.72 
81 64 141 488 436 388 4.75 
033 3.4 1 33 420 «40 16 30 
SS. 66 5.33 460 
83 64 538 469 
O24 2.6 47 
81 66 482 
79 64 497 

55 


* This is calculated by averaging all the daily differences between the first and second observations. 


tween the averages of the first and second peri- 
ods is one to three beats per minute. Average 
pulse rate is rather difficult to obtain, and under 
the conditions of our measurements it may be 
questioned whether a difference of three beats 
per minute between the averages of the first 
and second measurements is sufficiently large 
to be significant. ‘The lowest average of the in- 
dividual differences (2.6) between the first and 
second periods is with the mouthpiece on both 
apparatus. The highest (3.9) is with the nose- 
pieces and portable apparatus, with a range 
between the highest and lowest of only 1.3. 
Respiration Rate. The best agreement of the 
averages of the first and second periods with 
any one of the six combinations is for the nose- 
pieces and respiratory-valve apparatus (14.0 
and 14.1) and the poorest is with the mask 
and respiratory-valve apparatus* (14.5 and 
13.5). The latter is a difference of one respira- 
tion per minute, and the next lower (nosepieces 
and portable apparatus) shows a difference of 
0.3 respiration per minute; that is, that five 
out of six show a range of 9.1 to 0.3 respiration 
* Attention should be called here to the fact t 
restricted respiration is very irregular and 


of respiration rate is not necessarily an indica 
ng. 


hat normal un- 
ly uniformity 
of normality 
of breathi 


per minute. The lowest average of the indi- 
vidual differences between the first and second 
periods (0.9) was obtained with the portable | 
apparatus, for both the nosepieces ard mask. 
The highest (1.9) is with the mask and respira- 
tory-valve apparatus. The ratio of the differ- 
ence between the averages of the first and sec- 
ond measurements and the average of the in- 
dividual differences between the first and zee- 
ond measurements is highest with the nose- 
pieces and respiratory-valve apparatus, and 
lowest with the mask and respiratory-valve ap- 
paratus. 

Respiratory Volume Per Minute. The high- 
est average volume per~-minute is that for the 
mask and portable apparatus. The poorest 
agreement for the averages of the first and sec- 
ond periods is shown for the nosepieces and 
portable apparatus (5.62 and 6.19 liters), and 
the best for the nosepieces and respiratory- 
valve apparatus (4.91 and 4.88 liters). The 
highest average of the individual differences 
between the first and second periods is with 
the portable apparatus for both the nosepieces 
and the mouthpiece (1.01 and 1.02 liters). The 
lowest averages are with the respiratory-valve 
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apparatus and all three breathing appliances 
(0.33, 0.34, and 0.36 liter). 

Volume Per Respiration. The highest vol- 
ume per respiration is with the mask and porta- 
ble apparatus, and the lowest with the nose- 
pieces and respiratory-valve apparatus. The 
greatest difference between the averages of the 
first and second periods is with the nosepieces 
and portable apparatus ‘30 c.c.): the lowest 
with nosepieces and respiratory-valve apparatus 
(6 e.c.). The highest average of the individual 
differences between the first and second periods 
is with the mouthpiece and portable (96 c.c.), 
and the lowest is with the nosepieces and res- 
piratory-valve apparatus- (40 ¢.c.). In gen- 
eral, this average is lower with the respiratory- 
valve apparatus than ‘with the portable ap- 
paratus. 

Carbon-Dioride Percentage in Expired Ai. 
The greatest differences between the averages 
of the first and second periods is with the nose- 
pieces and portable apparatus (0.25 per cent.), 
and the lowest with the nosepieces and respi- 
ratory-valve apparatus (0.02 per cent.). The 
greatest average of the individual differences 
is with the mouthpiece (and nosepieces as well) 
and portable apparatus (0.46 and 0.45 per 
cent.). The lowest is with the mouthpiece and 
respiratory-valve apparatus (0.09 per cent.). 

Oxygen Deficit of Expired Air. The great- 
est difference between the averages of the first 
and second periods is with the nosepieces and 
portable respiration apparatus (0.25 per cent.). 
The lowest is with the mouthpiece and portable 
apparatus (0.02 per cent.). The highest aver- 
age of the individual differences is with the 
nosepieces and portable apparatus (0.67 per 
cent.); the lowest, with the mouthpiece and 
respiratory-valve apparatus (0.15 per cent.). 

With the foregoing discussion in mind, we 
may ask: What combination of respiration ap- 
paratus and breathing appliance will insure the 
closest duplication of results so far as all of the 
measurable physiological indices of metabolism 
and respiration are concerned? A critical exam- 
ination of table V convinces us that the best 
combination in this respect is the nosepieces and 
the respiratory-valve apparatus. ~ Physiolog- 
ically the combination of the mask and the res- 
piratory-valve apparatus is the next to be pre- 
ferred, and the poorest is the nosepieces and 
portable respiration apparatus. All of this dis- 
eussion is based upon the reliability of the 


whole series of measurements, and in no re- 
spect upon a single physiological measurement. 


GENERAL FEATURES OF THE RESULTS AND THEIR 
SIGNIFICANCE. 


We have discussed the actual results as 
shown by tables II to V, inelusive. In that dis- 
cussion only the actual mathematical differences 
were, in the main, considered, but here it is our 
aim to show the significance of the results ob- 
tained. 

Considering first the oxygen absorption we 
find that there appears to be no real difference 
between the results obtained with the portable. 
apparatus and those found with the respira- 
tory-valve apparatus. With the breathing ap- 
pliances, the lowest results were found with the 
nosepieces and mask, and the highest with the 
mouthpiece, but the range on the average is 
very small, viz., 235 to 238 ¢@c. per minute. 
(See table IV.) From the standpoint of oxygen 
consumption alone, it is difficult to say which 
of the two respiration apparatus or which of 
the breathing appliances is to be recommended. 
From the standpoint of technique, when the 
periods are short the mouthpiece is recom- 
mended for both apparatus; with the 
respiratory-valve apparatus the mask may also 
be used. The question may be asked: Why are 
not the nosepieces recommended? Technically, 
they are the most difficult of the three breath- 
ing appliances to keep in prime condition. 
From this standpoint the mouthpiece is to be 
preferred, because if the subject obeys all the 
conditions (wakefulness and tight closure of 
mouth), there is no obvious leak with either 
type of apparatus. From the standpoint of 
involuntary or normal vuceathing, the mask is 
best. Technically it is less suitable for use 
with the portable. apparatus, but is as good as 
any other breathing appliance for the res- 
piratory-valve apparatus. To-sum up, the 
oxygen absorption is independent of the res- 
piration apparatus or breathing appliance 
used; the mask is to be preferred with the 
respiratory-valve apparatus, and the mouth- 
piece with the portable apparatus. 

The carbon-dioxide elimination is of signifi- 
cance when we wish to consider the effect of 
the apparatus used and the value of the res- 
piratory quotient in the sense in which it is 
ordinarily understood. Our question here is: 
What are the actual variations found, together 
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with their eauses, and what apparatus shall 
we use to measure both of these factors? 
Tables II], IV, and V indicate that on the 
average the highest carbon-dioxide measure- 
ment is with either the nosepieces or mouth- 
piece and portable respiration apparatus, and 
the lowest is with the nosepieces and respira- 
tory-valve apparatus. We conclude that nose- 
breathing with the respiratory-valve apparatus 
gives us the lowest value on the average, and that 
mask-breathing with the respiratory-valve ap- 
paratus approaches most nearly to this value, 
and both nose and mouth-breathing with the 
portable apparatus give the highest results. 
For accurate determinations of carbon-dioxide 
elimination, therefore,’ the respiratory-valve 
‘apparatus and the mask are to be preferred. 

The respiratory quotient is ordinarily con- 
sidered as an index of the character of 
metabolism, but the influence of the conditions 
of measurement upon the results is usually 
not taken into account. An examination of 
the individual respiratory quotients and the 
averages of respiratory quotients for the three 
breathing appliances and the two respiration 
apparatus used will reveal rather wide differ- 
ences. It must be recalled here that a breath- 
ing-appliance respiration apperatus designed 
for short experimental periods involves all the 
variations in the respiratory quotient due to 
the breathing appliance used. principle of res- 
piration apparatus, coéperation of subject, and 
actual possible change in this ratio. In addi- 
tion we should remember that one of the two 
respiration apparatus was not designed ‘pri- 
marily for the determination of the respiratory 
quotient, viz., the portable apparatus. 

The respiratory quotients obtained with 
nosepieces or mouthpiece and the portable res- 
piration apparatus are higher than those se- 
cured with the mask in combination with the 
same apparatus. On the respiratory-valve ap- 
paratus the nosepieces and mask give slightly 
lower results than the mouthpiece, those with 
the mask being the lowest. The respiratory- 
valve apparatus gives the lowest respiratory 
quotient on the average with all breathing ar- 
pliauces. Thus we find that of the ‘three 
breathing appliances, the mask gives the low- 
est respiratory quotient, the nosepieces the 
next lowest, and the mouthpiece the highest, 
also that the respiratory-valve apparatus on the 
average gives the lowest values for the res- 


piratory quotient, irrespective of the breathing 
appliance used. 

In seeking for the possible causes of these 
variations, either for breathing appliance or 
respiration apparatus, we are led to consider 
in advance certain other measurements, vvz., 
total ventilation, respiration rate, volume per 
respiration, and composition of expired air, as 
well as possible technical errors. 

The possible and probable technical errors will 
be considered first. The respiratory quotient 
with the portable respiration apparatus is de- 
pendent upon the measurement of the carbon 
dioxide by absorption, which involves weigh- 
ing, and upon the measurement of oxygen by 
determining the contraction of a given volume 
of circulating air which the subject respires. 
Possible technical errors in the carbon-dioxide 
measurement are those due to erroneous weigh- 
ings or to deficient absorption in the first cal- 
cium-chloride bottle, i.e., eseape of unabsorbed 
water vapor which may thus be absorbed iu 
the soda-lime bottle or the calcium-chloride 
bottle following it. 

Caleium chloride has not been used hereto- 
fore for the absorption of such large amounts 
of water as are here involved from a current 
of air moving at the rate here used, viz., 20 to 
35 liters per minute. Tests have been carried 
out on 16 experimental days to ‘ determine 
whether the first calcium-chloride bottle was 
an efficient absorber for the water vapor which 
might reach it from the air expired by the 
subject and from the water bath surrounding 
the bell of the spirometer. One of us (L. E. 
E.) devised a method of experimenting which 
would satisfy all the conditions of an actual 


respiration experiment and at the same 
time determine the actual efficiency of 
the first caleium-chloride bottle. The method 


was to conduct an actual respiration ex- 
periment with the order of the absorp- 
tion bottles changed. The usual order is eal- 
cium chloride, soda lime, calcium chloride, but 
the order in these tests was caleium chloride, 
calcium chloride, soda lime. It will be seen 
that if an appreciable amount of water escaves 
absorption by the first ecalcium-chloride bottle, 
it is likely to be caught by the second, provided 
the latter is not very deficient. Our practice 


was to employ as the first calcium-chloride bot- 
tle the one which had been used in the same 
‘position during the morning series of respira- 
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tion experiments, and to use for the second 
bottle that which previously followed the 
soda-lime bottle. It will be also recognized 
that the soda-lime bottle served the same pur- 
pose as during the morning experiments, viz., 
the absorption of carbon dioxide. 

The routine of the test was to weigh the 
two ecaleium-chloride bottles, connect them up 
in the apparatus, conduct a 15-minute respira- 
tion experiment, and weigh the calcium-chlor- 
ide bottles at the end. The gains in weight 
of the first bottle ranged from 2.72 grams on 
April 18 to 10.10 grams on April 5. The ma- 
jority of the gains in weight of the first bot- 
tle were about 4.5 grams. The gains in weight 
of the second calcium-chloride bottle ranged 
from 0.00 on April 30 and May 2 to 0.22 gram 
on April 18. The average gain of the second 
bottle was 0.067 gram. About two-thirds of 
the tests gave results below 0.08 gram. On 
April 20, the gain was 0.20 gram; April 27, 
0.18; and in all: other tests less than 0.10 
gram. If we accept the highest value, namely, 
0.22 gram, we find that this corresponds 
to about 0.110 liters of carbon dioxide, and if 
a period is considered as 12 minutes, this would 
correspond to 9 ¢.c. per minute of carbon di- 
oxide. Assuming 200 ¢.c. as the average of 
carbon dioxide eliminated and 250 e.c. as the 
oxygen absorbed, the respiratory quotient is 
0.80. Adding to the carbon dioxide 9 e.e. 
changes the respiratory quotient to 0.836, a posi- 
tive change. The average gain in weight of the 
second calecium-chloride bottle in the efficiency 
tests, however, is equivalent to only about 35 
c.c., .¢., 2 to 3 ec. per minute. This amount 
has no significance in the respiratory quotient 
values. Consequently we conclude that in the 
majority of our experiments, the possible in- 
efficiency of the first caleinm-chloride bottle 
can be neglected. This factor is not the pri- 
mary cause of the difference between the two 
respiration apparatus in the elimination of 
carbon dioxide or in the respiratory quotient. 7 

A second technical factor to be considered 
with the portable respiration apparatus is the 
determination of the oxygen consumption. The 
principle (as emphasized before) is the con- 
traction in the volume of air respired by the 
subject. It involves two factors, one, whether 
the conditions at the starting and ending points 
are the same; and, two, whether there is any 


possibility of change in the circulating current 


of air due to causes other than the actual ab- 
sorption of oxygen, such as leaks. So far as 
the first is concerned, the apparatus itself plays 
no significant. réle, the chief point to be con- 
sidered is the regularity in the depth of 
breathing. As a control upon this and to ob- 
tain a graphic record of the total ventilation, 
we have used a record of the movements of the 
spirometer bell. A recognition of the princi- 
ple of the portable apparatus will show that 
this must necessarily be a slanting record, and 
if the assumption of physiological principle 
involved is correct, viz., the constancy of the 
volume of air in the lungs at the end of ex. 
piration, the lower side of the kymograph 
record of movements should present a slant 
which is fairly regular.* 

We have secured such records for all of our 
experimental periods with the portable respira- 
tion apparatus, and a critical examination of 
these convinces us that while, with some indi- 
viduals, there may be rather large variations 
from one respiration to another, the possible 
difference which may occur between the first 
and last respirations of a single 12 to 15-minute 
period is not great enough to affect § sig- 
nificantly the oxygen consumption. A 
further substantiation of this is the fact 
that the data for the oxygen consumption 
secured by the Emmes method" agree, in 
the majority of cases, remarkably well 
with the values obtained in the usual way. 
Consequently, the conclusion is that the vari- 
ations in the volume of the respiratory tract 
at the end of a normal, involuntary respiration 
play no significant réle in the determination 
of oxygen absorption with a closed-circuit 
breathing-applianee respiration apparatus. As 
a corollary to this conclusion we recommend 
very strongly the adoption of the Emmes tech- . 
nique in the determination of the oxygen con- 
sumption with the portable respiration ap- 
paratus. It is an admirable control, both 
physiologically and technically. 

Therefore, our conelusion is that from the 
technical standpoint alone, the differences with 
the portable respiration apparatus in the res- 
piratory quotient and the carbon-dioxide elim- 
ination are not explainable. 

The technical errors possible in the use of 
the respiratory-valve apparatus are next to be 


* An act 


example is shown in Carnegie Inst. Wash. Pub. No. 
216, 1915, 40. 
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considered. The principle involved is a meas- 
urement of the volume of expired air and the 
determination of its composition. 

The measurement of the expired air for this 
apparatus is technically rather simple, namely, 
the collection of the whole amount expired, 
with observations as to the conditions under 
which it is collected, i.¢., barometric pressure, 
temperature, humidity, and mechanical ac- 
curacy. All of these conditions have been con- 
sidered in some detail in a monograph" from 
this laboratory, and technically we assume that 
all requirements are satisfied. So far as the 
composition of expired air is concerned, the 
Haldane apparatus used were controlled daily 
and, in addition, a statistical analysis of the 
gas analyses involved in this work indicates 
that less than twe per cent. of the analyses 
for carbon dioxide show a difference in paral- 
lels greater than 0.05 per cent. and that less 
than four per cent. of duplicate oxygen de- 
terminations shows a difference greater than 
0.05 per cent. The maximum difference in du- 
plicate determinations of the carbon-dioxide 
percentage is 0.06 per cent. and with the oxy- 
gen percentage 0.10 per cent. The number of 
periods involved is 102. In no case was it 
necessary to reject results owing to faulty gas 
analysis. 

The differences between the two respiration 
apparatus in the values for the respiratory 
quotient are therefore not due to faulty tech- 
nique with either apparatus. 

The differences in the quotients obtained with 
the three breathing appliances as used with 
the respiratory-valve apparatus cannot ‘be due 
to technique, because the same method of de- 
termining the composition of the expired air 
was employed in each ease, #.e., gas analysis. 
Furthermore, the differences in the quotients 
are not significant. With the portable appa- 
ratus, there are opportunities for variation in 
the respiratory quotient due to leaks in the 
breathing appliance. In this respect the mask 
is the least satisfactory. Indeed, it was with 
some lack of confidence that we combined it 
with the portable apparatus in this compari- 
son series, for though a very small leak might 
not affect appreciably the results with the res- 
Piratory-valve apparatus, it would have a posi- 
tive effect upon those with the portable appa- 
ratus. We were obliged to reject but one period 
in this research because of evidence of a leak. 


The mouthpiece is the most satisfactory 
breathing appliance from the standpoint of 
tightness, while the nosepieces are fairly so. 
The results obtained with the portable ap- 
paratus in the measurement of the oxygen ab- 
sorption do not give indications of erroneous 
values due to leaks with any of the breathing 
appliances. 

The differences in the average respiratory 
quotients are, accordingly, not due to faulty 
technique with either respiration apparatus or 
breathing appliance. 

For the explanation of these differences we 
must therefore look for possible physiological 
causes. The greatest cause for differences in 
respiratory exchange in the various experiments 
is the character cf the respiration. The physi- 
ological indices are the respiration rate, vol- 
ume of respiratory ventilation, volume per res- 
piration, and composition of expired air. An 
examination of the respiration rates shows no 
significant differences with either the two res- 
piration apparatus or the three breathing ap- 
pliances. The range of averages is from 13.4 
to 15.4. Consequently any differences between 
the two sets of results cannot be ascribed to 
changes in respiration rate. The values for 
volume of respiratory ventilation show, on the 
other hand, marked differences on the average 
between the two respiration apparatus. The 
volume with the portable apparatus is slightly 
over one liter greater than with the respiratory- 
valve apparatus. With the respiration rate 
practically constant, this would give a higher 
volume per respiration, this being the case as 
the average results with the portable were 556 
¢.c. as compared with 464 ¢.c. with the respira- . 
tory-valve apparatus. A deeper respiration 
would tend to bring out more _ carbon 
dioxide, thus raising the respiratory quotient. 
These facts are corroborated by the figures for 
the percentage of carbon dioxide in the expired 
air. This leads to the conclusion that the 
higher average respiratury quotient with the 
portable respiration apparatus is due to the 
larger total amount of air respired and greater 
depth per respiration. In other words, there 
is a tendency toward a slight over-ventilation 
of the respiratory tract. It may be questioned 
as to why the difference should not be consid- 
ered as due to an under-ventilation with the 
respiratory-valve apparatus. In the first place 
there are no definite experiments to prove that 
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underventilation is likely to take place with 
any respiration apparatus employing breathing 
appliances, provided the subject is wide awake 
and is not conscious of his breathing, that is, 
it is wholly involuntary. The only condition 
in which there seems to be a diminished ven- 
tilation is that existing in the transitional 
period between sleep and wakefulness. It is 
also the experience of the majority of experi- 
menters with all types of breathing apparatus 
that with untrained subjects there is a great 
tendency toward overventilation. Another in- 
dication leading to the conclusion adopted 
is the fact that there is a much greater mean 
difference for the first and second determina- 
tions with the portable apparatus than with 
the respiratory-valve apparatus, and the in- 
terpretation drawn from these values is that 
there is therefore greater irregularity in 
breathing. 

It should not, however, be concluded or as- 
sumed that it is not possible to obtain respira- 
tory quotients with the portable apparatus 


which agree well with those found with the 


respiratory-valve apparatus. Attention is 
called to the results given in table II, which 
shows that with about one-third of the subjects, 
the respiratory quotients were practically the 
same on the average with both apparatus, these 
subjects being T. H. N., J. F. T., F. S.. W. F. 
M., C. F. M., and R. K. B. Attention should 
also be called to the fact that the greater tend- 
ency toward irregularity in breathing with the 
portable respiration apparatus in no wise af- 
fects its value as an instrument for determin- 
ing the absorption of. oxygen. 

The general conclusion is that the greater 
earbon-dioxide elimination and larger respira- 
tory quotient with the portable respiration ap- 
paratus are due to a cause whose physiological 
effect tends to make the subject breathe deeper 
when attached to the portable respiration ap- 
paratus, and that the breathing appliance with 
which this is the least is the mask. This conclu- 
sion is derived from the facts obtained from 
the measurements of the respiration rate, total 
ventilation, and composition of expired air and 
their correlations. 


RELATION OF THE RESPIRATORY QUOTIENT AND 
OXYGEN ABSORPTION TO THE PERIOD OF THE 
DAY. 


One of the questions concurrently studied in 
this research was whether or not the respiratory 


quotient changed its level in the period of time 
between 8.30 a.M. and 12.30 p.m. A still more 
important problem was the general trend of 
the total metabolism of a subject at rest, and in 
the post-absorptive condition between the hours 
of 8.30 a.m. and 12.30 P.M., as represented by 
the oxygen absorption. 

In table VI, the respiratory quotients ob- 
tained with the respiratory-valve apparatus 
(see previous discussion of the respiratory quo- 
tient) have been arranged in order of time 
without respect to the breathing appliance 
used. The beginning times for the periods were 
approximately twenty minutes apart, so that 
the total time covered in the observations with 
each subject was about four hours. 

The averages show the highest quotient 
(0.83) was found in the fifth and sixth periods 
and that the lowest (0.79) was obtained in the 
ninth and tenth periods, with 0.81 for the last 
two periods as compared with 0.82 in the first 
two periods. The first half of the morning has 
an average of .082 as compared with an av- 
erage of 0.81 in the last half. An examination 
of the quotients for the individual subjects 
shows that there are nine subjects with whom 
the last quotient for the morning is as high or 
higher than that for the first period. The omis- 
sion of the widely varying values for H. O. and 
P. G. H. does not alter materially the course 
of the average for the morning. Our conelu- 
sion, based upon table VI, is that there is 
really no significant change in either direction 
in the respiratory quotient of a subject in the 
post-absorptive condition during the period of 
the day extending from 8.30 a.m. to 12.30 P.M. 
TABLE VI. RESPIRATORY QUOTIENTS IN CHRONOLOGICAL 

OrveR (RESPIRATORY-VALVE APPARATUS). 
PeRiops or EXPERIMENT 


11 
SuBJECT Dats de a 

2 4 6 8 10 12 
J. A.C. Apr. 8 76 79 $8 72 «70 
Cc. A. C. “ 9 $1 S81 79 79 78 77 
H. H. H. “ 10 & 82 82 
T. H. N. “ 11 79 86 80 7 81 SI 
“ 12 $6 82 80 
A. G. N. “ 5 78 8 77 
J. L. G. “ 146 7 S81 78 
F. S. “ 17 82 78 77 
W. F. M. “np BA SB 
S. N. G. 3 7% 7 79 St & 
W. J. 8. “ 77 729 76 
Cc. 8. B. “ 78 79 82 .79 
H. O. “ 2 9 76 86108 6 & 
P.G.H. May 1 92 8 88 9 
Cc. F. M. “2s: 
R. K. B. $0 S81 77 
H. B. “ 6 $2 8S 
Average 82? 81 83 82 .79 38! 
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If the measurement of the oxygen consump- 
tion alone is to give an index: of the total 
metabolism, the following conditions and as- 
sumptions are necessary: That the respiratory 
quotient does not change materially in the time 
of measurement; that, in this research, there 
is no difference in the measurement due to the 
apparatus used; that the subject maintains the 
same degree of tone (internal activity plus ab- 
sence of visible muscular activity); ahd that 
the results are not influenced by apprehension, 
lack of practice, or effect of continued experi- 
menting. The question we have to consider is 
whether or not there is a real change in the 
totality of the energy metabolism which can be 
indicated by the measurement of the oxygen 
consumption alone if subjects are attached to 
either a respiratory-valve apparatus or the 
portable apparatus, and any one of three breath- 
ing appliances used, 1iz., nosepieces, mouth- 
piece, or mask. 

Evidence as to actual constancy in the oxy- 
gen consumption from period to period during 
the hours from 8.30 a.m. to 12.30 p.m. of sub- 
jects at rest in the pest-absorptive condition has 
been submitted from this laboratory in a mono- 
graph’® recently published, in which the oxy- 
gen consumption by periods, on dates extending 
over parts of two to five years, is given for 
three subjects. These data are not so complete 
on every experimental day as one might desire, 
but indicate on the average that there was no 
material change in the course of the oxygen 
consumption during these hours. 

We have already considered the variation in 
the values due to the type of respiration ap- 
paratus used and to the use of any one of the 
three breathing appliances, ‘and have stated 
that we believe there is no significant differ- 
ence in the values for the oxygen consumption, 
on the average, due to the respiration apparatus 
or breathing appliance used. Consequently, the 
range of values found by us with the different 
combinations of breathing appliance and res- 
piration apparatus includes all the possibilities 
of technical errors as well as actual changes 
in the total metabolism. 

A factor which also affects the actual values 
of oxygen absorption is the character of the 
materials oxidized. If the proportien of carbo- 
hydrate, fat, and protein catabolized varies, and 
indeed, what has hitherto been but little con- 
sidered, if the anabolism of fat changes, the 


actual value of the oxygen consumption must 
change, even if the total energy metabolism re- 
mains constant. This question 1s quite apart 
from the problem of how much error is involved 
in neglecting the protein metabolism in caleu- 
lating the total metabolism.’® The calorific values 
of oxygen in the combustion of fat and carbo- 
hydrate are the usual extremes. Any change 
in the relative proportions of the catabolism of 
these materials, even though the total metabol- 
ism remains constant, must alter at least in a 
slight degree the total oxygen absorption. When 
we have pathological conditions in which there 
is abnormal catabolism, the effect may become 
even greater. All this discussion has to deal 
with the constancy of respiratory quotients in 
the hours between 8.30 a.m. and 12.30 p.m. with 
subjects at. rest in post-absorptive condition. 
The most difficult factor of total metabolism 
is to determine the respiratory quotient when 
it is considered not solely as the mathematical 
ratio between carbon dioxide exhaled and oxy- 
gen absorbed, but in addition it is considered 
as the ratio between the carbon dioxide pro- 
duced and the oxygen required by the materials 
actually burned in the body at the time of 
measurement, i.¢., ‘‘combustion index.’’ 

The term, respiratory quotient, is defined as 
the ratio between the volumes of carben diox- 
ide eliminated and of oxygen absorbed and its 
numerical values are used as an index to the 
kind of body material burned. The term, how- 
ever, is very frequently applied to ratios ob- 
tained under conditions of experimenting when 
the primary object is to study the physiology 
of respiration rather than the catabolism of 
body material. Under such conditions, ratios 
are often obtained which are numerically well 
outside the commonly accepted range of res- 
piratory quotients, viz., 0.70 to 1.00. We would 
propose that the term, ‘‘gaseous ratio,’’ be 
used when the investigators are interested 
purely in the physiology of respiration or when 
the workers believe that they are not warranted 
in attaching to the ratio obtained a significant 
value as an index to the catabolism. When, 
however, the conditions of experimenting are 
such that the respiration is perfectly natural 
or unhindered (as in a chamber) and the ratios 
are considered to give reliable information re- 
garding ‘the body substances catabolized, we 
would propose for use -the term ‘‘combustion 


index.”’ Good examples of experiments in 
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which these terms can be applied can be found 
in table VI. With H. O. the ratio of the carbon 
dioxide eliminated to oxygen absorbed varies 
from 0.67 to 1.03. That is, if we used the term 
‘‘respiratory quotient’’ in its original sense as 
applying to this series, we would have a con- 
dition where at one period of the morning the 
subject was a severe diabetic (0.67) and in an- 
other period he was converting sugar into fat 
(1.03). It may even be questioned (as pointed 
out before) whether averaging all the ratios 
gives a true respiratory quotient. In this case 
we would be justified in using the term, *‘ gase- 
ous ratio,’ only. On the other hand, the series 
of ratios with T. H. N. varies from 0.79 to 0.81, 
a very narrow range. In this case we could 
apply the term, ‘‘combustion index’’ to any 
one of the ratios with a very great degree of 
certainty. We know of no systematic error or 
condition of experimenting which would cause 
us to believe these ratios, as a whole. are either 
too high or too low; any one of them is well 
within the’ experimental accuracy possible in 
the determination of the ‘‘combustion index.’’ 
With most respiratory exchange apparatus the 
measurement of carbon dioxide eliminated is 
easy and that of oxygen consumed is difficult, 
regardless of whether the apparatus used is a 
breathing-appliance apparatus or a chamber 
apparatus: but the elimination of carbon diox- 
ide is more easily affected than the consumption 
of oxygen by the type of breathing appliance 
or respiration apparatus employed. 


We have shown in table VI the apparent 
changes in the respiratory quotient with the 
respiratory-valve apparatus, which we believe 
to be the best for measuring the respiratory 
quotient, regardless of breathing appliance 
used. As we have seen, the values in this table 
give no indication of vital change in the res- 
piratory quotient (7.¢., “‘combustion index’’), 
Consequently, we must conclude that from the 
standpomt of relative proportions of fat, carbo- 
hydrate, and protein alone, we have no reason 
to expect a significant change in the values 
for oxygen consumption, because the subjects 
were under the same conditions of experiment- 
ing, the sequence of periods from day to day 
was such as to eliminate the effect of apparatus, 
and the number of individuals studied was 
‘sufficiently large (17) to eliminate possible 
idiosynerasies. 

The periodic changes in the oxygen consump- 
tion between the hours of 8.30 a.m. and 12.30 
P.M. are shown in table VII. This table is 
made up primarily from the standpoint that 
the apparatus or breathing appliance used has 
no significance in the results. Consequently, 
the values are arranged solely with reference to 
the sequence of the measurements themselves. 
We have included all the values obtained un- 
less there was some reason for exclusion, due 
to faulty technique. The variations in the 
values from period to period and in the ex- 
tremes are the results of possible inaccuracies 
in observation, unnoticed technical errors, and 


Taste VII. RESULTS OF MEASUREMENTS OF OXYGEN ABSORPTION ARRANGED SERIALLY IN RESPECT TO TIME 
AND WITHOUT REGARD TO BREATHING APPLIANCE OR RESPIRATION APPARATUS. 


(c. per minute) 


ORDER OF PERIODS in ResPect To Time oF Day DIFFEREKCE 

Date 1 2 3 4 5 6 8 9 10 «11 
1918 c.c. 
Apr. 8 J. A.C. 232 25 25 236 20 6251 
- 229 HMO 239 «221 «6260 6244 O88 
“ 10 HH... 260 262 283 23 261 20 24 26 22 28 21 25 18 
“ ll THN. 281 272 276 257 277 265 280 264 280 270 276 28 @ 
253 251 250 (261)* 242 251 27 2265 261 261 22 

“ A. G. N. 238 238 245 248 227 227 WT 26 249 221 228 #+%218 40 
“ 6 L. G. 24400 238) 
221 206 208 211 +221 219 219 212 222 219 223 230 24 
“ 1 W. FM. 274 261 236 260 264 248 263 2638 2384 269 S11 274 77 
“ 23 SN. G, 269 265 
_ 3 WIS, 191 19 192 192 201 26 197 199 1938 200 18 213 30 
“28 217 «6221 «6228 224) 225 228 220 228 205 226 224 78 
“ 30 HO. 255 238 225 228 222 237 231 235 230 235 215 226 4 
May 1 P. G.H. 228 218 220 227 220 224 212 212 211 #216 #27 214 21 
* 23 GFR. Mw. 1% 181 (196)* 182 181 178 179 176 196 18 190 181 2 
47 2465 248 241 244 24 239 M4 MO Bl 
H. B. 219 «86214 210 208 216 220 214 #212 28 218 217 12 
Average 240 284 284 281 283 283 285 283 236 289 238 237 33 


* As explained in the text, the values in parentheses have been supplied to make the averages strictly comparable. 
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differences in actual level of oxygen consump-| vidual values ranging from 234 to 311 ce. 
tion due to slight changes in wakefulness, de-|Singularly both the highest and lowest 


gree of tone, and attention on the part of the 
subjects themselves. When it has been deemed 
necessary to omit the value found, because we 
believed the technique was faulty, we have in- 
serted a value in parentheses which is the same 
as that in the period earlier or later with the 
same respiration apparatus and breathing ap- 
pliance. This was done to make the averages 
strictly comparable. 

To determine the general trend in the vaiues 
for the oxygen consumption (which is the spe- 
cial purpose of this table), we may either con- 
sider the average values, or the values obtained 
with the subjects individually with respect to 
trend and extremes. If we first examine the 
average oxygen consumption to note the gen- 
eral trend, we find that the highest value 
(240 ec.) is found in the first period. This 
would be expected, as experience has shown 
this to be always the case, irrespective of train- 
ing. The averages then fall until the fourth 
period (approximately 8.50 a.m.), when the 
minimum is reached (231 e.c.). The actual 
range in values is therefore 9 ¢.c. Considering 
the lack of training of our subjects and tech- 
nical diffieulties of the apparatus used (two dif- 
ferent types of respiration apparatus and three 
different breathing appliances), the range in 
the average oxygen consumption of 17 men is 
very small, and not very significant. After the 
fourth period, the average oxygen consumption 
rises slightly, remains more or less constant for 
four periods, then rises again until in the last 
three periods the values almost equal that found 
for the first period. The significance of this 
course is of value. The first period on the av- 
erage is higher than any other, the middle four 
periods (the fifth to the eighth) are, on the 
average, the lowest: the second and third peri- 
ods agree with this average, and the last four 
periods are somewhat higher on the average 
individually than the middle four, or, indeed, 
the second and third of the series. 

Considering the individual serics, particu- 
larly in reference to the ranges and the possi- 
hle explanation of them, we find that differences 
between the extremes for any morning (see 
last column) vary from 78 ¢.c. per minute with 
C. S. B. on April 26 to 12 ec. with H. B. on 
May 6. The next highest difference is 77 


ec. with W. F. M., April 18, the indi- 


values were obtained with the respiratory- 
valve apparatus. The lower is duplicated by 
another measurement with the same apparatus 
and breathing appliance. The highest value 
was found with a breathing appliance with 
which it is quite easy to detect a leak when it 
is used in combination with the respiratorv- 
valve apparatus. Yet our examination of all 
the results and possible safeguards leads us to © 
the conclusion that we cannot discard any of 
these values. Our personal observation was 
that this subject was not entirely codperative. 
If we were inclined to accommodate all of our 


‘figures to what we believe, we should say that 


the ventilation figures for the third, ninth, and 
eleventh periods were wrong, but we have no 
proof. We wish to point out here that both the 
pulse and respiration rate indicated a constant 
metabolism. While the difference between the 
extremes was the largest for C. S. B., this is 
due to the high value of 295 c¢.e. obtained in 
the tenth period, his range for all other values 
being from 229 ¢.c. to 217 e¢.c.; really a narrow 
range, all things considered. The high value 
of 295 ¢.c. occurred in a measurement with the 
respiratory-valve apparatus. An examination 
of the figures shows that this value is due solely 
to the total ventilation per minute, and to no 
other factor. The ventilation per minute may 
be in error due to an erroneous reading of the 
total ventilation, an erroneous reading of the 
stopwatch, an erroneous action of the stop- 
watch, or an actual physiological difference. 
There is no indication of difference in value 
of pulse rate; consequently, we must conclude 
there is an undiscovered error in total ventila- 
tion or the reading of the stopwatch. 

The third highest difference was 40 c.c. per 
minute with A. G. N. and H. O. Both these 
differences are due primarily to the high values 
obtained in the first period, especially with 
H. O. The marked drop from a difference in 
extremes from 77 c.c. to 40 ¢.c. should be noted. 

The next range is 39 ¢.c., C. A. C., which is 
due to the low and high figures occurring in 
the sixth and seventh periods. respectively. It 
would be tedious to discuss the rest of the 
values in detail. The ranges vary from 12 
to 78 ¢.c., the modal value is 24 ¢.c., and the 
mean is 33 ¢,.e. The mean is raised considerably 
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by the inclusion of the ranges of 78 and 77 

Our conclusion must be that irrespective of 
respiration apparatus or breathing appliance 
used, the oxygen consumption is fairly uniferm 
and constant during the period from 8.30 A.M. 
to 12.30 p.M., with a subject at rest in the post- 
absorptive condition, and that such abnormal 
values as may occur in the actual measurements 
are due to slight variations in metabolism or te 
uncontrolled errors in technique or to errors 
on the part of the observer. 

(To be concluded.) 


American Medical Biographies. 
LUSK, WILLIAM THOMPSON (1838-1897).* 


William Thompson Lusk was born May 23, 
1838, in the town of Norwich, Connecticut, and 
died in New York on June 12, 1897, and was 
the son of Sylvester Graham and Elizabeth Free- 
man (Adams) Lusk, and the great-great-grand- 
son of John Lusk, who, emigrating from Scot- 
_ Jand, died at Wethersfield, Connecticut, in 1788. 

He was educated at the best schools and re- 
membered especially the admonition of the Head 
Master at Russell’s Military School in New 
Haven in 1854-55, given to some late comers 
from the Southern States, “Boys, I suppose I 
must accept these excuses from your parents, 
but when you pass from here into the outside 
world you will find that excuses do not count.’’ 

Entering Yale in 1855, he was the roommate 
of his life long friend, William Walter Phelps, 
and the two strove for high honors in the class. 
He had diffieulty with his eves and left college 
after a year. A strict training in the classics 
gave him the mental excellency of the old-fash- 
ioned scholarship, a scholarship evidenced in all 
his writings. Shortly after leaving college he 
went abroad and studied medicine during two 
years in Heidelberg and in Berlin, anticipating 
the receipt of a degree from Berlin at the end 
of a third year. The outbreak of the Civil War, 
however, led him to return to America where he 
enlisted in the army in time to participate in 
the battle of Blackburn’s Ford. He was also 
engaged in the battles of First Bull Run, Port 
Roval, Secessionsville on James Island. Second 


tam, Fredericksburg and many minor engage- 
ments. In the single battle of Secessionsville on 
James Island his regiment, the Seventy-ninth 
Highlanders of New York, lost 110 out of 484 
men. In this battle he acted as aide to General 
Isaae I, Stevens, who officially reported that he 
‘‘was in all parts of the field, carrying my 
orders and bringing me information to the great 
exposure of his life.’’ 

In 1863 he resumed his medical studies in the 
newly organized Bellevue Medical College and 
graduated the valedictorian of his class. After 
graduation he married Mary Hartwell Chitten- 
den, daughter of S. B. Chittenden, a New York 
merchant, and then spent two years of study in 
Paris, Vienna, and Edinburgh. These years of 
foreign study gave him a mastery of medicine 
from the world viewpoint. Returning to Amer- 
iea, he settled in New York in 1866 and taught 


| physiology at the Long Island Hospital Medical 


College in Brooklyn. In 1870-71, on an invita- 
tion extended by Oliver Wendell Holmes, he 
lectured on physiology at the Harvard Medical 
School. Bowditch returned to Boston about this 
time and a hesitancy on the part of the Harvard 
authorities regarding the appointment to the 
chair of physiology led Dr. Lusk to make an 
arrangement to become the associate of Fordyce 
Barker, then a leading obstetrician in New 
York, and to accept the chair of Obstetrics and 
Diseases of Women and Children in the Bellevue 
Hospital Medical College, a position which he 
held until his death. The professorship of 
physiology at Harvard was offered to him the 
day after he had completed these arrangements. 
By this contingency New York instead of Bos- 
ton became his place of residence. He always 
stated that this experience was illustrative of a 
man’s fate being outside his choice and of suc 
cess being dependent upon an ability to do well 
whatever offered in life. 

While teaching physiology he engaged in re- 
search work concerning the nature of the glyco- 
genic function of the liver. His book, the 
‘*Seience and ‘Art of Midwifery,’’ was issued 
in its first edition in 1882. It passed through 
four editions and was translated into French. 
Italian, Spanish and, by order of the British 
authorities in Egypt, into Arabic. Playfair 
acknowledged it as the only rival to his own 
book on obstetrics. Dr. Lusk attributed its suc- 


Bull Run, Chantilly, South Mountain, Antie- | CSS to the fact that for the first time in a text- 


* From the forthcoming “American Medical Biography.” by Dr. 
Howard A. Kelly and Dr. Walter L. Burrage. Anv meena 
additions or corrections will be welcomed by the authors. 


book printed in the English language the at- 
tempt was made to explain the phenomena of 
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gestation and labor in accordance with physio- 
logical laws. Before the book was issued Dr. 
Barker caused the publishers anxiety by stating 
to them his belief that it was too ambitious an 
undertaking for so young a man. This is only 
a characteristic judgment of an older generation 
upon a younger one. Dr. Lusk was an inveter- 
ate reader and maintained a knowledge of the 
medical advances throughout the world. Thus, 
after reading of the successful mode of opera- 
tion of Sanger, he performed in 1887 the second 
successful operation of Caesarean section in New 
York City, saving the lives of both mother and 
child, the first having been done in the year 1838. 

Yale University gave him the degree of 
LL. D.; he was president of the American Gyne- 
eological Society; vice-president of the New 
York Academy of Medicine; honorary fellow of 
the obstetrical societies of London and of Edin- 
burgh; fellow of the Paris Academy of Medi- 
eine; and corresponding fellow of the obstetri- 
eal societies of Paris and of Leipzig. 

In a memorial address given before the New 
York County Medical Association shortly after 
his death in 1897, Dr. Austin Flint (the physi- 
ologist) said: ‘‘No eulogy of mine can add to 
the nobly earned and well deserved reputation 
of Dr. Lusk; but I esteem it a precious privilege 
to pay this tribute to his memory, which lives 
in the hearts of his thousands of pupils and tens 
of thcusands of readers. He was a true and 


reliable friend and had no enmities, a most ac-|°"% 


complished physician, an original thinker and 
observer, a laborious and successful investigator. 
and a gentleman in the highest sense of the 
word.”’ 

Five children were born after his first mar- 
riage, of whom survived Graham Lusk, professor 
of physiology at the Cornell Medical College; 
Mary E. Lusk (Mrs. Cleveland Moffett) ; Will- 
iam C. Lusk, professor of clinical surgery 
at th» University and Bellevue Hospital Medical 
School; and Anna H. Lusk. In 1876 he married 
Mrs. Matilda Thorn and a daughter by this mar- 
riage, Alice Lusk, married J. Clarence Webster, 
professor of obstetrics and gynecology at the 
University of Chicago. 

GranaM Lusk, M.D. 
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Book Review. 


Concerning Some Headaches and Eye Dis- 
orders of Nasal Origin. By GReENFIELD 
Suupver, M.D., Clinical Professor and Diree- 
tor of the Department of Laryngology and 
Rhinology, Washington University Medical 
School, St. Louis. 272 Pages and 115 Illus- 
trations. St. Louis: C. V. Mosby Company. 
1918. 


The subject of headaches is important and 
involved; therefore the experience in diagnosis 
and treatment of so good an authority on the | 
correlation between nose, eyes, and nerves can- 
not be disregarded by the workers in any of 
these fields. Three pathological and clinical 
pictures are described in detail: closure of the 
frontal sinuses without suppuration, the syn- 
drome of neuroses of the spheno-palatine gar- 
glion, and the picture of hyperplastic sphenoi- 
ditis. Although these are only three of the eon- 
ditions in which the focus of trouble in the 
eye or nerves is to be found in the nose, they 
are less obvious to inspection than most of the 
others. 

The author believes that in the majority of 
cases commonly classed as acute frontal sinu- 
sitis, without visible secretion, the pain and ten- 
derness are the result of a negative pressure in 
the sinus, due to obstruction in the duet, and 
absorption of air. The different conditions are 
described under which this obstruction may 


ur. 

The author’s work on tthe spheno-palatine 
ganglion is widely known. ‘The subject is eom- 
plicated. Though others have sometimes failed 
to follow his methods. or to get his results, 
these must be studied by all who hope to be 
expert in intra-nasal neuroses. 

Hyperplastic sphenoiditis means a pathologi- 
cal process of the mucous membrane, but often 
also of the bone. These bone changes are de- 
seribed and illustrated in a separate chapter by 
Jonathan Wright. They may persist after all 
local evidence of suppuration, if it was ever 
present, has disappeared. Sluder finds that 
this lesion underlies many of the recurrent 
headaches in healthy people, which at pres. 
ent bear the name ‘‘migraine.’’ 

The anatomy of these regions is carefully 
shown, and the author’s methods of operating 
upon the different accessory sinuses, and a 
considerable number of clinical cases are given. 
The book does not attempt to cover the subject 
of obviously suppurating disease of the acces- 
sory sinuses, but the anatomical and clinical 
relations of these cavities with the brain and 


'| neighboring nerves are incidentally brought out. 


It is a carefully prepared and _ scholarly 
treatise. 


| 
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REVIEW OF THE INFLUENZA EPIDEMIC. 


Tue American Public Health Association, at 
its convention held in Chicago, outlined vari- 
ous phases of the epidemic of influenza in the 
United States. The discussion is reviewed in 
a recent issue of The Commonhealth. It was 
estimated that there were approximately 
10,000,000 cases: and 409,000 deaths from this 
disease in the United States during the mouths 
of September, October, and November, 1918. 
The opinion was expressed by the majority that 
the micro-organism, or virus causative, of the 
disease was undetermined: but that the super- 
imposed infections were caused by several 
known organisms, which were responsible for 
the fatal terminations. As the etiology of in- 
flnenza is not yet determined, the mode or 
modes of transmission cannot be positively 
stated: but it was pointed out that since the 
disease attacks principally the respiratory tract, 
it is probable that the infective micro-organisin 


or virus is contained in thé secretions and dis. 
charges of this tract, thus making it appear 
that droplet infection must be considered on¢ 
of the principal modes of transmission of the 
disease. 

The conclusions drawn from the discussion of 
the efficacy of vaccines for prophylactic and 
therapeutic use are of considerable interest. 
Vaccines made from the bacillus of Pfeiffer were 
considered unsuccessful; vaccines from stock 
cultures of one or more organisms were re- 
ported as of no value. It was thought that a 


'v. | vaccine made from organisms freshly isolated 


from the sputum and lungs, and incorporated 
in about the proportion as found might be of 
value in preventing the complicating influ- 
enzal pneumonias; but it was generally be- 
lieved that no vaccine has yet been found to 
possess therapeutic properties or value. 

In considering the prevention and contro) 
of influenza, varied opinions expressed by 
health officers from different sections of the 
country showed that while their problems were 
similar, yet the disease did not affect any two 
sections in exactly the same way. Although 
there could be formulated no definite measures 
of control which would be applicable to all 
communities, it was agreed that the measures 
best adapted to aid in the control of influenza 
are compulsory reporting of eases of patients 
ill with influenza, isolation of patients and 
quarantine if necessary, disinfection of dis- 
charges from the nose and throat, wearing of 
masks by attendants in the sick room, care of 
the hands of patients, care of food utensils, 
general closing of crowded gathering places, 
education, and publicity. 

By discussing the etiology, modes of trans- 
mission, the use of biological agents for 
prophylactic and therapeutic purposes, an? 
measures for control, the American Public 
Health Association has endeavored to deter- 
mine a uniform standard of control te aid lo- 
eal health authorities in combating future out- 
breaks of influenza. 


HIGHLANDS AND ISLANDS MEDICAL 
SERVICE BOARD. 

Tx a summary of the fifth annual report for 
the year 1918 of the Highlands and Islands 
Medical Service Board in The British Medical 
Journal, interesting information is presented 
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concerning difficulties which have confronted | 
the medical profession and means which have 
been adopted in an attempt to solve them. It 
is stated that the number of medical practi- 
tioners and nurses continued to decrease dur- 
ing 1918, and that there was no appreciable 
relief through demobilization before the end 
of the year. In these districts, as everywhere, 
influenza added to the work already heavy be- 
cause of war conditions, and doctors and nurses 
who remained at home and escaped influenza 
conducted their work under most trying diffi- 
culties. 

It is interesting to learn the practical re- 
sults of a scheme which has been in operation 
for three years throughout the Highlands and 
Islands, with the exception of a few parishes. 
A plan whereby medical service at moderate 
fees may be available to certain classes has 
been worked out, with apparently gratifying 
results. It has been arranged so that the fee 
paid by the patient shall be the same, regard- 
less of the distance from the doctor’s place of 
residence. In this way, adequate medical ser- 
vice is within the reach of persons of limited 
means and a reasonable remuneration is as- 
sured the physician. The statistics for 1917- 
1918 show that the people are taking advantage 
of the opportunity thus afforded them. An 
increase of 6.6 per cent. in the number of 
miles per practice travelled, and an increase 
of 20.8 per cent. in the number of visits has 
been recorded. There has been an increase of 
over four per cent. in travelling and visits to pa- 
tients coming within the range of this new ar- 
rangement made by the Board, and a corre- 
sponding decrease in purely private patients. 
Probably eighty per cent. of the travelling and 
seventy-five per cent. of the visits are under 
the auspices of some form of public service. 
The figures for the last two years indicate that 
the work applicable to what may be described 
as ‘‘appointments’’ is increasing, and that 
there is no corresponding increase in purely 
private practice. 

The Highlands and Islands Medical Service 
Board believes that the nursing service should 
be so organized on a county district that there 
can be provided a sufficient number of quali- 
fied nurses to assist in publie welfare under- 
takings as well as in general nursing work. 
Grants are made by the Board to thirty-eight 
nursing associations, and other grants are also 


The efforts: of the Highlands and Islands 
Medical Service Board have been directed to- 
ward the organization of the medical service 
on a basis equitable both to the patients and 
to the practitioners, and although the present 
system may need to be modified somewhat in 
the future, its principles appear to be worthy, 
and acceptable both to the communities and to 
the profession. 


FIFTIETH ANNIVERSARY OF MASSA- 
CHUSETTS STATE BOARD OF HEALTH. 


Dr. Evcene R. Ketiry. State Commis- 
sioner of Health, wishes to extend to all 
members of the Massachusetts Medical So- 
ciety a cordial invitation to attend the 
exercises to be held in the House Chamber 
of the State House. Monday, September 15, 
1919, at three o'clock, in observance of the fifti- 
eth anniversary of the founding of the Massa- 
ehusetts State Board of Health. An address of 
welcome will be made by Hon. Calvin Coolidge, 
Governor of Massachusetts. Other addresses 
will be given by Dr. Henry P. Waleott, form- 
erly chairman of the Massachusetts State Roard 
of Health; Sir Arthur Newsholme, former chief 
medical officer of the Local Government Boar? 
of England; Assistant Sureeon General Allan — 
J. MeLaughlin, of the VWnited States Publie 
Health Service; and Dr William H. Wéleh, 
Direetor, School of Hygiene and Public Health, 
Johns Hopkins University. 

A short reception will follow the speaking. 


MEDICAL NOTES. 

Mepicat. Conpirions 
account of the medical conditions of the Grand 
Duchy of Luxemburg has been published in 
the Paris Médical and reviewed in a recent is- 
sue of The British Medical Journal. It states 
that the total population is about 267,500, and 
that the number of medical practitioners ‘is 
123. There are 34 physicians at the capital, 
which has a population of 20,000. There is an 
excellent laboratory of bacteriology under the 
direction of Dr. Auguste Praum, who is also 
president of the Société des Sciences Médicales. 
At present there is no higher teaching in the 
Grand Duchy, and a State diploma granted 
after examination by a medical commission is 
all that is needed for the legal practice of 


made toward the maintenance of hospitals. 


medicine. 
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THE CoRRECTION OF SPEECH DisORDERS.—We 
have recently received at the office a list of 
one hundred and twenty papers on ‘‘The Cor- 
rection of Speech Disorders,’’ read in Cleve- 
land, Ohio, to the part-time speech teachers 
during their first year of medical supervision, 
by Walter B. Swift, M.D., expert advisor for 
speech defects to the Division of Medical In- 
spection and Physical Education of the Cleve- 
land Public Schools. These papers were read 
at the meetings of The National Society for 
the Study and Correction of Speech Disorders 
between June, 1918, and June, 1919. Ninety- 
one of these articles were contributed by Dr. 
Swift. 

This series of papers makes a notable con- 
tribution to the literature of speech correc- 
tion. They cover a wide range of subjects and 
are arranged progressively, containing a part 
of the formal instruction given to part-time 
speech teachers during their first vear of 
work. The City of Cleveland has probably done 
more than any other city in America in the 
installation of modern methods of speech cor- 
rection. Reprints of any of these papers, when 
published, will be sent upon request, free of 
charge, to anyone applying to Dr. W. B. Swift, 
110 Bay State Road, Boston. 


INFLUENZA INVESTIGATION.—We have re- 
ceived recently from the American Medical As- 
sociation the following questions and answers 
about influenza, and the resolutions passed at 
the recent meeting of the Association asking 
for a government appropriation of $1,500,000 
to be used for the purpose of carrying on an 
investigation of influenza, its cause, preven- 
tion and treatment: 


(). Will the epidemic again appear? 


A. The epidemic will recur, for medical 
history shows that we have had a series of 
influenza or grippe epidemics, the last of which 
proved to be of the most virulent type. There 
immediately occur to me those of 1867 and of 
1889 to 1895. The Metropolitan Life has issned 
some very definite figures on this latter epi- 
demie eovering millions of policy holders, 
which show an average increased mortality for 
the five vears following of 40% above the 
normal death rate. Any estimate of economic 
loss should inelude the 40% inereased mortal- 
ity that, in all likelihood, will similarly oceur 
in the next four or five vears. 


. Is its origin fairly well known? Tf not. 
the ainsi of definite information by re- 
search, 


A. Much private research has been carried 
on, but its origin and spread is still undeter. 
mined. This must be collected and further 
stimulated, for only through careful research 
is there any likelihood of definite information. 


Q. What success in the discovery of an 
antitoxin ? 

A. The possibility of the discovery of a real 
antitoxin for influenza is wholly dependent 
upon the discovery of the actual germ causing 
the disease. 


Q. The possibility of collecting necessary 
information and its distribution among the 
people to reduce the dangers of its spread and 
increase the chances of recovery? 

A. I need but cite two of many similar re- 
searches, successfully undertaken, that have 
practically eliminated the dangers of the 
spread of the disease, to wit, malaria and ty- 
phoid. Except for our knowledge of typhoid, 
the armies of Europe would have been deci- 
mated by this disease alone. 


(. The generally bad after effects of the 
disease ? 

A. The generally bad after effects of the 
disease are, unfortunately, too well known by 
the profession. The Red Cross Chapter in 
Cincinnati is expending perhaps $200,000 in 
an effort to examine physically every person 
who has suffered with influenza: to discover 
the pathological conditions—bad heart, bad 
kidneys and lungs—resulting from this epi- 
demic, and relieving the poverty and chronic 
invalidism that accompany it. 


(). The economie less to the country of the 
epidemic ? 

A. The economic loss can hardly be est- 
mated. The 500,000 deaths alone represent 
$2,500,000,000 economic loss. Economists all 
agree to the fact that $5,000 is the minimum 
social and economie value of a human life It 
is safe to say that 10,000,000 people had the 
disease and that they lost 150,000,000 work- 
ing days. At a minimum ccmbined loss of 
wage and production of $7.00 per day, there 
has been another $1,000,000,000 of economic 
loss to the country. In other words, conserva- 
tively speaking, we had between $3,000,000,000 
and $4,000,000,000 loss in this last epidemic. 


Whereas, the present influenza epidemic 


caused approximately 500,000 deaths in the 
United States, and 


Whereas, a large proportion of these deaths 
were produced by pneumonia and other com- 
plications, and 


Whereas, influenza, pneumonia, and _ allied 
diseases now cause approximately one-tenth of 
all the deaths in the United States, and 
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Whereas, medical seience is not yet in pos- 
session of complete data as to the cause, modes 
of transmission, prevention, and cure of this 
disease and its complications, and 

Whereas, the possession of this knowledge is 
of grave social and economic concern to the 
nation : 

Therefore Be It Resolved, that it is the sense 
of the members of the section on industrial 
medicine and surgery of the American Medi- 
eal Association, here assembled to discuss in- 
fluenza, that Congress should and is hereby 
urged to appropriate not less than $1,500,000 
to be used under the direction of the United 
States Public Health Service for the investi- 


gation of the causes, modes of transmission, 


prevention and cure of influenza, pneumonia, 
and allied diseases, this sum to be made avail- 
able to July 1, 1922. 

Transmitted by order of the session, held in 
Atlantic City, June 13, 1919. 

Dr. Orre P. Geter, Secretary. 
Cincinnati Milling Machine Co., 
Cincinnati, Ohio. 


Girt or ABYSSINIAN Mission.—The Abyssin- 
ian Mission, which arrived in this country re- 
cently, has given to the American Red Cross 
a gift of about $5,000 to be devoted to humani- 
tarian enterprises. This gift is an indication 
of the faith which this ancient African king- 
dom has in the future of the Red Cross, its 
work and purpose. 


Posrvre AND Its Renarion to Heatta.—In 
a recent issue of The Commonhealth there is 
an article discussing the relation between pos- 
ture and health. Posture involves the position 
of the feet, the trunk, and the head. The feet 
should be parallel to each other and the weight 
borne largely on the outer strong side of the 
foot. When sitting, children and adults should 
sit on the back of the thighs and on the bones 
of the pelvis, not on the small of the back. 
When standing and walking, besides keeping 
the feet parallel, the legs should be straight, 
the abdomen slightly retracted, the shoulders 
dropped and held back, and the head balanced. 
Attention to these simple suggestions outlining 
the proper pose and poise promotes good hea!th 
by making possible deep respiration and good 
circulation, and by diminishing fatigue. 


Army GENERAL Hospirats.—On September 
30, the following six army general hospitals 


will be closed: The hospitals located at On- 
tario, N. Y.; Biltmore, N. C.: New Haven, 
Ct.; Fort Benjamin Harrison, Ind.; Fort 
Douglas, Utah; and Fort Snelling, Minn. 
TypHus IN PoLaNn RvussiAN 
Strares.—A recent report states that there are 
170,000 cases of typhus in Poland and in the 
Baltic Russian states at the present time. A 
group of five hundred Americans, under the 
leadership of Colonel Harry L. Gilchrist ot 
the Medical Corps, U. S. A., is hastening 
through Germany to give relief to the afflicted 
districts. Germany is furnishing whatever de- 
lousing equipment is available and is codper- 
ating in transporting medical supplies. At the 
suggestion of the Polish Government, ten thou- 
sand pairs of hair clippers are included in the 
equipment. The supplies which are being sent 
to the aid of the suffering countries fill nearly 
eight hundred freight cars. 


Rep Cross Anti-TypHUS WorK.—The anti- 
typhus work which has been accomplished by 
the American Red Cross has been reviewed in 
a report issued by the New England Divisior 
of the American Red Cross. The anti-typhus 
train, which was constructed by the Red Cross 
for the Allies in 1918, has travelled more than 
four thousand miles across Siberia, and is now 
at Perm fighting an outbreak of typhus among 
the soldiers and civilians there. The train was 
originally intended to be used in the maritime 
provinces of Siberia, but when the epidemic 
began to spread throughout the country it went 
toward the west, carrying sanitarv and medi- 
cal supplies for the suffering men, women, and 
children. The fever spread alike among mili- 
tary camps, prisons, barracks, hospitals, 
orphanages, and refugee colonies. Tens of 
thousands of hospital cases were reported. 

In February, 1919, the train left Vladivos- 
tock, and continued its work in spite of the 
fact that typhus broke out among the attend- 
ants. Hundreds of patients were bathed daily, 
their clothes were sterilized, and they were 
given medicine and garments. The work ex- 
tended from Vladivostock on the east to Chelya- 
binsk on the west, a distance of 4125 miles. 
About 20,000 cases have been treated by the 
expedition in the six months that the train 
has been fighting the disease. On one day, 999 
patients were cared for. Considerable data has 
been collected which will be valuable in future 


anti-typhus campaigns. The health conditions 
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of the various districts have been studied, ard 
every effort made to supply the needs cf the 
inhabitants. It was discovered that many towns 
had insufficient sterilizing facilities; to mect 
this situation, the Red Cross is making plans 
to construct two hundred sterilizers of a Rus- 
sian type for distribution among the people 
next winter, when it is probable that there may 
be a recurrence of the epidemic. Both the 
civilian population and the Russian Army face 
a shortage of clothing, a situation which makes 
adequate disinfection impossible. Although 
the Red Cross is sending trainloads of relief 
goods into the country, the supply is inade- 
quate to meet the needs of the people. 


BritisH MepicaL Researcu.—At the third 
reading of the ‘‘Dogs’ Protection’’ Bill in the 
House of Commons it was proposed that the 
House decline to preceed further with the 
measure, on the ground thet it would hinder 
unnecessarily the progress of medical research. 
The British Medical Journa! has reported that 
it was pointed out by Sir Watson Cheyne that 
the amendment which has been considered, al- 
thongh recognized to be of value, would still 
impose an unjust censure on the medica! pro- 
fession and cause delay. As an example of 
the protection afforded huwan beings by ex- 
periments upon dogs, he quoted the experi- 
ments with gas made during the war on dogs 
and goats. After discussion, both in favor of 
and against the bill, it was defeated by a vote 
of 101 to 62. 


Quatity of Perrone.—It has been reportec 
that a representative of the Research Labora- 
tories of the Royal Institute of Publie Health 
in England, in commenting upon bacteriologi- 
eal testing, pointed out the disadvantages of 
not paying sufficient attention to the manufac- 
ture of such products as peptone. In Amer'i- 
ean products it is admitted that the quality 
and standard cannot be guararteed. Peptones 
are made from cattle not carefully enongh 
selected and without consideration for Rideal- 
Walker test requirements. It has been noticed 
particularly since the cessation of the supply 
from Germany, that if used for a cultural me- 
dium, this product has resulted in varied cul- 
tural features and no standard quality can be 
depended on. : 


Dr. Stwon FLExnNerR.—At a meeting of the 
Royal Society of London. held on June 26, 


— 


Dr. Simon Flexner, of the Rockefeller Ins:j. 
tute for Medical Research, was elected a Fol. . 
low. 


Ruytum 1x INovstry.—In ar article in a 
recent Public Health report it is stated that 
rhythm in industry and occupational fatigue 
tend to relieve attention and its consequent 
fatigue, to render more uniform the metabolism 
and recovery involved in the operation by 
evenly distributing the work, to mask fatigue 
effects, and to increase or decrease accident 
hazard according to the type of accident causa- 
tion. 


BurraLo or HEALTH.—The an- 
nual report of the Department of Health of 
Buffalo records a total membership of 299. Er- 
cept for the influenza epidemic, the record for 
communicable diseases has been a good one, 
with 37 deaths from typhoid fever, 18 from 
searlet fever, 112 from diphtheria. 60 from 
whooping cough, and 44 from measles. Efforts 
have been made to reduce all preventable in- 
fant mortalitv and $15,000 was appropriated 
for this work; but the influenza epidemie pre- 
vented the carrying out of the proposed plans 
The health service of Buffalo is carried on from 
pre-natal acivities, through childhood, 
life. and old age. without interference with 
public hospitals and private physicians. 

The Division of Tubereulosis has increased 
its many activities during the year. The work 
ineludes educational instruction, hospital, san- 
itarium, preventorium, and follow-up care, ins 
vestigation and examination of suspected cases, 
supervision of home conditions, and investige- 
tion and following up of all returned soldiers 
and those reported by camps or draft boards 
as having tuberculosis or suspected tubercu- 
losis. 

Of equal importance have been the efforts 
made to control venereal diseases. Free lab- 
oratory service has been available for everv- 
body, as well as hospital and dispensary treat- 
ment and social service. The health of school 
children has been safeguarded by the daily 
inspection of schools by medical school exam- 
iners and school nurses. The Bureau of Food 
Inspection has supervised the milk supply, res- 
taurants, kitchens, and bakeries. In spite of 
added labor because of the war, the Health De- 
partment has been able to assist medical stu- 
dents and graduates in offering them the fe- 
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cilities of various clinics. Through the Bulle- 
tin, coutinuous health education propaganda 
has been carried on. 


- 


Tue AMERICAN JOURNAL OF PusBLic HEALTH. 
—The next annual meeting of the American 
Public Health Association is to be held at New 
Orleans, La., October 27-30, inclusive. The 
central themes of discussion will be Southern 
health problems, including malaria, typhoid 
fever, hookworm, soil pollution, and the privy. 

The general belief among the health pro- 
fession is that influenza will return next win- 
ter, and a full session will therefore be devoted 
to this subject for the purpose of developing , 
methods of control. 

A special effort has been made to arrange 
the program to meet the practical needs of 
health officials. Accordingly there will be dis- 
cussion on such questions as the attitude of 
legislators towards public health, the obtaining 
of appropriations, coéperation from women’s 
clubs, health organizations, and the organiza- 
ton of health centers. 

The program of the sections will deal, as 
usual, with public health administration, vital 
statisties, sanitary engineering, laboratory) 
methods, industrial hygiene, sociology, and 
food and drugs. 

Two special programs will also be presented 
on various phases of child hygiene and _ per- 
sonal hygiene. 

The program of the meetings will be pmub- 
lished in the American Journal of Public 
Health appearing October 5, or may at that 
time be had upon application to the Secretary, 
169 Massachusetts Avenue, Boston, Massachn- 
setts, 


Proposep FoR NaTIONAL DEPARTMENT 
or Hea.tH.—There has been proposed recently 
Senate Bill 2,507, providing for the organiza- 
tion of a national department of health. The 
bill follows the general plan of the Owen Bill, 
with some modifications of importance. The 
Journal of the American Medical Association 
has summarized the provisions of this bill. It 
provides for a department of public health to 
be directed by a secretary, who shall be a mem- 
ber of the cabinet, and for three assistant see- 
retaries. It proposes that a United States 
Public Health Service and the Bureau of 
Chemistry he transferred to the new depart- 


Statistics, sanitation, hospitals, child and school 
hygiene, quarantine, food and drugs, nursing, 
tuberculosis, and personnel. It will be the duty 
of the secretary of public health to communi- 
cate with the governor of each state requesting 
him to recommend to the legislature suitable 
legislation with adequate appropriations to se- 
cure cooperation between the Federal Depart- 
ment of Public Health and the State Board of 
Health. The United States will be divided into 
health states conforming to the geographical 
boundaries of the various political divisions. 
Each state is to create a state board of health, 
with a state health officer for the state and for 
each district, subdivision, and precinct, to be 
appointed by the secretary of public health as 
federal health officers. The Department of Pub- 
lie Health is directed to coéperate with the De- 
partments of Commerce, Labor, and the In- 
terior in the collection of vital statistics and tc 
establish a uniform system of cards, records, 
and reports regarding diseases, disabilities, in- 
dustrial accidents, births, deaths, physical con- 
dition of school children, the number and con- 
dition of existing hospitals, ete. The bill pro- 
vides for the appropriation of $15,000,000 for 
1920 to be prorated among the states in pro- 
portion to their population as soon as the states 
comply with the provisions of the law and the 
regulations of the secretary of public health, 
provided that each codperating state must con- 
tribute to the publie health work a sum equal 
to that contributed by the federal government 
and that it must make full and complete re- 
ports of births, deaths, and morbidity. It also 
appropriates $48,000,000 for the construction of 
sanatoriums and hospitals, this sum to be dis- 
tributed among the states in proportion to 
their population, each state receiving its allot- 
ment to provide an equal amount, also location, 
plans, and means of future support for the pro- 
posed hospital. 


MeEpicinaL Use or ALCcoHOL.—The following 
regulations governing the sale of alcohol for 
medicinal purposes, issued by the Bureau of In- 
ternal Revenue, may be of interest to physi- 
cians: 

‘*Physicians may prescribe wines and liquors 
for internal uses, or aleohol for external uses, 
but in every such ease each prescription shall 
be in duplicate and both copies be signed in the 
physician’s handwriting. The quantity pre- 


ment, which is also to include bureaus on vital 


scribed for a single patient at a given time 
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shall not exceed one quart. In no ease shall a 
physician preseribe alcoholic liquors unless the 
patient is under his constant personal supervi- 
sion, 

‘*All preseriptions shall indicate clearly the 
name and address of the patient, including 
street and apartment number, if any, the date 
when written, the condition of illness for which 
preseribed, and the name of the pharmacist to 
whom the prescription is to be presented for 
filling.”’ 


APPRECIATION OF Services OF UNITED StTaTEs 
Mepica Corrs.—General Pershing ex- 
pressed his personal appreciation of the services 
rendered by the medical corps at the front and 
in the hospitals. He stated that their achieve- 
ments have added new glory to their profes- 
sion and that the fortitude with which they had 
suffered casualties and privations was beyond 
praise. A_ statement recently issued by the 
Surgeon-Generai records four hundred and 
forty-two casualties among the medical officers 
of the American Expeditionary Forces in 
France from July 1, 1917, to March 13, 1919. 


PROMOTIONS IN Mepicat. Corps, U.S.N.R.F.— 
The following promotions in the Medical Re- 
serve Corps, United States Navy, have been 
announced. This is the first time in the his- 
tory of the Navy that medical reserve officers 
have been ranked higher than Lieutenant-Com- 
mander : 


Commander: William Seaman Bainbridge, 
Robert Crier LeConte, William Baret Brins- 
made, Stanley Stillman, Eugene Floyd DuBois, 
Rea Smith, John Chalmers DaCosta, Miltor 
Joseph Rosenau, George Gorgas Ress, Albion 
Walter Hewlett, Hobart Amory Hare, Robert 
Battey Greenough, Judson Daland, James Eli 
Talley, Edward Milton Foote, Paul Adin Lewis, 
Guy Cochran, Verne Adams Dodd, Edgerton 
Lafayette Crispin, John Aloysius MeGlinn, Le- 
Roy Goddard Crandon, Harold Denman Meeker, 
Nelson Henry Clark, Halsey DeWolf, Charles 
W. Moots, George Arnold Matteson, James Tay- 
lor Hanan, Francis Joseph Dever, Frank 
Cousins Gregg, Clifford Elmore Henry, Porter 
Bruce Brockway, Clinton ©. Tyrrell, Frederick 
Obadiah Williams, Harvey Mitchell Righter, 
Zachray Thomas Scott, William Curtis Newton, 
William Henry Areson. 


Correspondence. 


DISCHARGED TUBERCULOUS SOLDIERS. 


s Boston, Mass., Aug. 28, 1919. 
Mr, Editor:— 
I have read in the New England Notes, in the 
issue of the JouRNAL of August 28, 1919, a para- 
graph on the New England Sanatorium at Rutland. 
In this paragraph the following statement is made: 
“It has been estimated that of the discharged dis- 
abled soldiers and sailors, twenty-two per cent. are 
tuberculous,” I do not doubt but that such an esti- 
mate has been made, but I very greatly doubt its 
truth. If it were stated that twenty-two per cent. 
of disabled soldiers and sailors were discharged as 
having tuberculosis, that would be an entirely dif- 
ferent matter. 


In my private practise and in my hospital clinic at . 


the Massachusetts General Hospital, I have seen 
many soldiers and sailors discharged from the Army 
and Navy as having pulmonary tuberculosis and bear- 
ing the full weight of everything that this means, It 
has been my privilege in by far the greater number 
of cases to prove, to my own satisfaction at least, 
with the aid of the x-ray, and indeed, in many cases, 
to the satisfaction of the Army and Navy authori- 
ties, that either these men did not have pulmonary 
tuberculosis at all, or else that they did not have it 
in clinieal form, and were in no need of sanatorium 
or institutional treatment. There are, of course, many 
soldiers and sailors whose previously quiescent tu- 
berculosis has broken down under the strain of army 
and navy life, and for these, the New England Sana- 
torium at Rutland will be an ideal place. 

I cannot, however, let the statement go without 
comment, that twenty-two per cent. of the discharged 
disabled soldiers and sailors are tuberculous. 

Very truly yours, 
Joun B. Hawes, 2p, 


Miscellany. 


RECENT DEATHS. 


Dr. Margy Briair Moopy died at her home in New 
Haven on August 18. Dr. Moody was the first woman 
to be graduated from the Buffalo Medica] School, For 
many years she practised medicine and surgery in 
the State of New York, and contributed a number of 
articles to medical literature. She died at the age 
of eighty-two years. 

Dre. HENRY ZIMMERMAN, of Springfield, was shot 
and killed August 7, 1919. He was a graduate of 
the University of Maryland School of Medicine, in 
1912, joined the Massachusetts Medical Society in 
1913, and settled in Springfield. He had returned 
recently from service in the Medical Corps of the 
Untted States Army. 

Dr. ALBERT LANE Norazis, a retired Fellow of the 
Massachusetts Medical Society, died at Brookline, 
August 29, 1919, aged 80. He was a native of Epping, 
N. H., served in the Civil War as Acting Assistant 
Surgeon, settled in Fast Cambridge, and later moved 
to Malden, where he spent his life in practice. He 
wrote several papers on gynecological topics for medi- 
cal journals and was president of the Middlesex South 
District Medical Society in 1878. 

Dr. Epwarp R. Sisson died at his home in New 
Bedford on August 27 at the age of ninety-one years. 


He was born in Westport. He graduated from Jef- 


ferson College, Philadelphia, and studied medicine at 
the Berkshire Medical College in Pittsfield, gradu- 
ating in 1853. The following year he received a de 
gree from the College of Physicians and Surgeons, 
New York. 
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